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Preface 


The Health Action Task Force was mandated by the District Health Council in February 
1995 to develop a comprehensive health care plan to guide the restructuring and 
management of health care services in Hamilton-Wentworth. 


Working papers and supporting documents were developed by working groups, and in some 
instances, staff and consultants. These documents focused on acute care, emergency and 
land ambulance services, primary health care, continuing care, inclusive of long term care, 
chronic care rehabilitation and chronic care, mental health, a H-W community profile, 
health human resource planning , facilities assessments, health system integration, and 
results from open consultations. 


Working group membership generally included Task Force members, District Health 
Council members, planning staff and Ministry of Health resource persons. Each working 
group was chaired by a member of the Health Action Task Force. The purpose of the 
working groups was to define the scope of the task, and determine the consultation processes 
required to inform the task. Working groups, and staff, were responsible for identifying 
relevant data and information, key stakeholders, key informants, relevant literature, and 
studies and reports. The reports of the working groups and staff reports were received as 
information by the Task Force. 


All of the working groups were working concurrently. Some recommendations were made 
in the absence of evolving information, new analyses and facilities assessments. All 
recommendations were considered by the Task Force in the development of a comprehensive 
and cohesive health care plan. 


For additional information, please contact the District Health Council at 570-0354 Ext. 159. 
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Rehabilitation 


Table G, p. 15, the time period for 
the data descnbed is 1994/5. 


p. 31, the definition for rehabilitation 
was taken from the report of the 
Rehabilitation Strategy Working 
Groups Regional Roundtables, Nov- 
Dec 1994. 


Table M & N, p. 39 & 40, the 
oe data used is the projected 

1994/95 population from the Ministry 
of Finance. 


P. 32, the 43 rehabilitation beds at the 
Hamilton Civic Hospitals (39 rehab, 4 
reactivation) are all at the Henderson 
site. 


Other 


p. 72, 8th bullet point should read 
quality of life of individuals, not quality 
of five 


p. 84, the page references for the 
recommendations which impact on 
chronic care beds are p. 60 and p. 88. 


Long-Term Care 


p. 18 - Table H, the Respite Care is 
the amount of respite care provided in 
a person's home. 


p. 19, Table |, the title Outreach 
should read Attendant Outreach 

and Attendant Care has been included 
in Supportive Housing. The number 
of hours listed under Homemakers 
and Nurses Services are for 
homemaking services, and the 
number of vists are for nurses vists. 


p. 20, Table J, the number for 
Homemaking hours should be 
665,139, and the source ts the 
Ministry of Health, Long-Term Care 
Community Support Services, |994- 
95 Summary. 


p. 21, the cost of medical supplies, 
rental of equipment and patient 
transportation/delivery of dressings is 
included in nursing services 


p. 30, the number for reduced 
DARTS trips is incorrect and should 
be deleted. 


CONTINUING CARE REPORT OF THE 
HEALTH ACTION TASK FORCE 


HAMILTON-WENTWORTH DISTRICT HEALTH COUNCIL 


March 29, 1996 


Chronic Care 


p. 16 & 78, the number of permanent 
admissions to the Continuing Care 
Centre at Chedoke should be 6, and 
the number of admissions for respite 
were 7, 


P. 16 & 78, the number of admissions 
to the two chronic care units for 
elderly persons should be 22, and not 
Bee 


Palliative Care 


p. 90, the figure given for the current 
cost of the | | palliative beds at St. 
Peter's is the operating cost 


CHAPTER I - INTRODUCTION 


The aim of continuing care services is to provide integrated health and social services which are 
responsive to the needs of consumers, at a level of care appropriate to the consumer’s changing 


needs. 


This goal can obviously apply to any community based service. This report however 


concentrates on those services delivered to people and their caregivers (family and friends) who 
require continuing health care and community support services because: 


They are 65 years of age or over with one or more functional limitations, or; 
They are under 65 years of age with a physical limitation, or; 

They are terminally ill, and they and their families require palliative care services; 
They require rehabilitative services. 


The components included in continuing care are rehabilitation services, long-term care services, 
chronic care services, and palliative care services. The rationale behind the inclusion of these groups 
is that elderly persons, and disabled persons who require services, have increased service requirements 
across these areas, although these services are not exclusive to these populations. 


Individuals who require continuing care can also have acute episodic illnesses and require acute care, 
and they still need primary care. Thus, this sector must maintain ongoing linkages with these other 


systems. 


VISION OF THE CONTINUING CARE WORKING GROUP 


VALUES: 


All planning processes need to occur within a set of commonly agreed upon values, which establish 
the parameters within which planning will occur. Our values include: 


that the dignity, security and self determination of the individual will be upheld 

that the goal is “health”, and the “system” must incorporate wellness, preventive and 
curative strategies 

that ability to pay will not determine access to health care, and that a one-tier health 
care system will be maintained 

that the burden of care will not be unfairly shifted onto the shoulders of family 
members and friends 

that resources will be transferred from those sectors where efficiencies can be realized 
to those areas where unmet needs cannot be met through efficiencies inside the sector 


FRAMEWORK: 


We have used the following framework (see FIGURE I) as a conceptual model for understanding the 
health care system, and the range of services necessary to provide comprehensive care for all 
populations. The inverted triangle has been deliberately chosen to suggest a redistribution of 
resources which is contrary to the current allocation of resources. 


The triangle is not necessarily in accurate ratio or proportion. The design is intended to reflect the 
number of people served by the services in the various categories, and the increasing level of 
intrusiveness of service. Our assumptions about the desirability of moving services up the triangle 
towards health promotion are based on the potential cost-effectiveness of health promotion and the 
greater control it gives people over their health and well-being. 


Outside the framework, but having a significant impact on the need for various health care services, 
are the other determinants of health, such as housing, income, and education. For example, seniors 
with inadequate housing and inadequate income supports can often deteriorate much more quickly 
and require more intensive health care supports than those with adequate shelter and income. 


This inverted triangle was refined by the Continuing Care Working Group based on a draft developed 
by the Long Term Care Committee, and closely resembles a model developed by Trevor Hancock, 
(the Bottom-Down Health System)’. At the top of Hancock’s triangle is Health Promotion, which 
Hancock suggests requires the development of healthy public policies, the creation of physical and 
social environments supportive of health, and the strengthening of community action. 


VISION 


The vision for Continuing Care includes the following components: 


. Philosophy 
° care 1s consumer-centred and directed 
° volunteers, family and friends are recognized and supported as integral members of 
the care team 
° current strengths of the system are built upon 
. health promotion is a central focus 


Hancock, T. Dr. (1993). Redefining healthcare, Bottom-down health systems: another thought 
experiment for health planners. The Healthcare Forum, p. 35-38. 


FIGURE IL: 


FRAMEWORK 


Elements of the Health Care System 


Health Promotion 


Support & Education 


Primary Care/First Assessment 


_ Community-Based 
Ambulatory Services 


Community Care 


Facilities 


VISION (continued) 
. Service Delivery 


is integrated and responsive to consumer needs 

acts as a continuum of services which are part of an overall integrated health care 
system 

is flexible and offered in the least intrusive manner 

is sensitive to different cultures, urban/rural differences, religious beliefs and practices, 
and community characteristics 

enhances learning and support for staff, volunteers, and informal caregivers 

allows for consumer choice of services and providers 

reduces inequities of service provision between and within urban and rural areas 
increases ease and speed of access 

is based on evidence-based best practice models 


° Accountability is required: 


for the most effective use of current resources 
for improved capacity for decision-making/governance 


METHODOLOGY 


The Continuing Care planning process included the following elements: 


meeting with Critical Juncture Advisory Groups (CJAG’s) 
meeting with key informants 

reviewing relevant literature 

reviewing relevant reports and studies 

reviewing data from the Ministry of Health and local sources 
reviewing submissions received from local stakeholders 
reviewing input from community consultations 


Staff prepared background material for discussion by community stakeholders and key informants at 
CJAG meetings. Questions developed by staff and key informants were used to assist participants to 
identify and verify critical issues to be considered within the Comprehensive Health Care Plan and 
to discuss potential solutions. 


Using this input, coupled with all identified external information (literature review, reports, studies, 
submissions received), staff discussed with stakeholders possible solutions for issues identified in the 
four Continuing Care areas. These discussions led to further consultations with the community, 
CJAGs and key informants to gather relevant information and refine the possible solutions. 


Appendix A contains a comprehensive listing of the stakeholders consulted, the data sources, and 
the material which was reviewed. 
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CHAPTER 2 - WHO IS SERVED BY CONTINUING CARE 
SERVICES 


This section focuses on users and potential users of health and community support services in the 
continuing care sector. It discusses rehabilitation services, chronic care services, palliative care 
services and long-term care facilities and services. Current demographic data and future projections 
are included, as well as service utilization statistics. The significance of this information for the 
planning of health and community support services is highlighted. 


It is recognized that the services available in the Region attract people from other communities in 
Central West as well as the rest of the Province. Certain Long-Term Care (LTC) facilities and 
community-based services such as supportive housing draw people to the area. In contrast to users 
of the acute care sector, some seniors and individuals with physical disabilities referred from outside 
Hamilton-Wentworth establish permanent residence in the Region’ 


Continuing Care Populations 


The users of rehabilitation and palliative care services come from all subgroups of the general 
Hamilton-Wentworth population. There are no unique population subgroups to be described from 
the demographic data’. 


However, long-term care and chronic care services are used by predominantly two population 
subgroups: elderly persons and persons with physical disabilities. Within these subgroups it is possible 
to define and describe further subgroups of the population who need and use long-term care services. 


Elderly Persons 


In 1991, there were 60,455 people 65 years of age or over living in the Region of Hamilton- 
_Wentworth (Table A). These seniors constituted 13.4% of the total population, a proportion higher 
than that of the Province (12.2%)’. Over 75% of them resided in Hamilton, but the population growth 
patterns indicate a trend to greater increases in elderly persons in the municipalities of Ancaster, 
Flamborough, Glanbrook and Stoney Creek . There is a similar pattern in the distribution and growth 
rates for people 75 and over (Table B). The need for knowledge about this latter group (over 23,000 
in the Region) is important, given their increased use of health services. The challenge created by 
expanding populations of seniors in rural communities will be the equitable and efficient delivery of 
services throughout the Region. 


TABLE A 


Population Over 65 In Hamilton-Wentworth & Municipalities, 1986-91 


65+ Population “% Change 
1991 1986-91 


Hamilton-Wentworth Sie3208 60,455* 


SOURCE: Statistics Canada, 1986 and 1991 


TABLE B 


Population Over 75 In Hamilton-Wentworth & Municipalities 1986-91 


“% Change 
1986-91 


16325 18,350 


SOURCE: Statistics Canada 1986, 1991 


* Rounding Errors (all numbers are rounded to 5 or 10) 


Table C reports the projected increases in population for seniors over the next 25 years. Until 2011, 
the 75+ age group will see the most dramatic increase in population due to longer life expectancy. 
After 2011, a new trend will emerge as this is the year that the first of the "baby boomers" reach age 
65. After that and until about 2040, populations in the younger age groups (65-75) rise sharply’. 
These data suggest an increase in all age related disorders and a consequent increase in demand for 
health and community-support services. 


TABLE C 


Population Projections for Hamilton-Wentworth Region 
1992-2021 


Year Age 55-64 Age 65+ Age 75+ 


1991 43,840 60,460 i 
44,052 70,012 : 
2001 49,060 76,624 


2006 61,181 82,745 
2011 TOD I 91,948 
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2016 84,400 106,350 


b] 


2021 96,355 122,408 ; 


SOURCE: Ministry of Finance, 1995. 
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The distribution of seniors throughout Hamilton-Wentworth reveals a heavy concentration of persons 
over the age of 65 living in Hamilton and Stoney Creek in areas below the escarpment 


Recent Canadian studies estimate that for seniors under the age of 75, the ratio for those living in the 
community is about 2:1 to those living in LTC facilities’. For individuals over the age of 75 the rate 
of those living in the community is almost equal to those living in LTC facilities. The proportion of 
seniors living in the community versus those living in LTC facilities in Hamilton-Wentworth is not 
known. 


The Health Status of Seniors 
According to the Canadian Health and Activity Limitation Survey (HALS) 1991, the prevalence of 


disability in the population increases steeply with age. The frequency of the presence of more than 
one chronic condition (i.e. co-morbidity) also increases as people get older.° 


The 1990 Ontario Health Survey determined that 17 % of individuals 65 to 74 years of age had a long 
term physical or mental condition or health problem that limited their activity ("long-term disability")’. 
Among those over the age of 75, the prevalence of long term disability increased to 25 %. 


The prevalence of chronic health problems was found to be much higher than the disability rates: 
79 % of the group aged 65 to 74 and 84% of the group over age 75 had at least one chronic 
condition. The most common chronic health problems for seniors were arthritis and rheumatism, high 
blood pressure, heart disease and eye problems. 


It has been estimated that 10-15 % of older people living in the community experience significant 
symptoms of depression’. One of the most devastating consequences of depression is suicide, the 
highest rate of which is found among older men. 


The prevalence of mental health and behavioural problems among elderly persons speaks to the need 
to better integrate mental health, continuing care and other components of health and community 
support services in Hamilton-Wentworth. Fourteen per cent of days spent in hospital by elderly 
people are due to mental health problems, and up to 50 % of hospitalized elderly people are estimated 
to have at least one severe mental health problem’. It has been estimated that 37 % of the population 
in chronic care hospitals in Ontario are older individuals with mental health problems. In addition, 
there is an increase in the numbers of aging individuals who have either a long-standing, but 
stabilized, mental illness such as schizophrenia, or first-time, late-onset, severe mental health problems 
developing in late life. 


The general pattern of women living longer than men is repeated in Hamilton-Wentworth. In addition, 
there are more elderly men and women living alone which is of interest because they are often at risk 
of needing community services or care in a facility. While the proportion of seniors living alone in 
Hamilton-Wentworth has remained stable over the 5-year period (1986-1991), the number of people 
- aged 65 or over who live alone (16,235 in 1991) is a concern. The proportion of seniors living alone 
is 29 %, slightly higher than the Provincial level (27.7 %). 


Income, education and ethnicity are factors related to the health and wellbeing of people of all ages. 
Statistics Canada data on seniors’ incomes, education and ethnicity are not readily available’. 
However, it is known that 17 % of seniors aged 65 to 69 live in poverty; the rate is even higher (28%) 
among individuals over the age of 75 (total of 14,465 elderly persons”. The Hamilton Wentworth 
District Health Council Health Promotion Plan Report (1995) included a review of recent studies of 
seniors’ needs in Hamilton-Wentworth and identified concern regarding inadequate and fixed incomes. 


The Frail Elderly: 


Frail elderly persons are those in whom the physical and psychosocial assets maintaining health, and 
the deficits threatening it, are in precarious balance’”’. When an individual's condition is "out of 
balance" and the deficits outweigh the assets, the individual may not be able to maintain independence 
in the community and may require admission to a hospital or LTC facility. 


Many factors are thought to be related to frailty: physical health, dependence on others for activities 
of daily living, self-rated health, and social supports. Poverty and education are reported to be 
independent predictors of frailty. Although the relationship between dementia and frailty is unclear, 
cognitive impairment is considered a risk factor for admission to an institution or the requirement for 
care at home.. 


In a recent review article, Rockwood et al. (1994) reported estimates of the prevalence of frailty 
ranging from 14.2 to 27% of the population 65 years and over’’. Using these prevalence rates and 
Ontario Ministry of Finance (1995) population data, it is estimated that there are between 9,941 and 
18,903 frail elderly persons living in Hamilton-Wentworth in 1996. This population of users and 
potential users of continuing care services is projected to increase to 10,880 - 20,688 in 2001 and 
11,750 - 22,341 in 2006. 


Persons With Alzheimers Disease And Other Forms Of Dementia: 


The prevalence of dementia increases with age. The Canadian Study of Health and Aging indicates 
that 8 % of all Canadians over the age of 65 currently suffer from dementia, with rates of 34.5 % for 
those over the age of 85° 


Other dementia projections provide a forecast of the number of elderly persons in Hamilton- 
Wentworth with dementia currently and in the years to come (Table D). The anticipated increases 
in this population suggest significant increases in the demand for services required by these individuals 
and their caregivers as in adult day centres, caregiver support and counselling, wanderer registries, 
respite services, and residential care. 


In LTC facilities up to 60% of residents have behavioural problems, and as many as 80 % have either 
a psychiatric disorder or dementia". Alzheimer's disease accounts for 75 to 85 % of dementia in 
elderly persons by itself or in combination with other dementing disorders’. 
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Persons With Developmental Disabilities 


Individuals with a developmental disability are eligible to receive LTC services as they age. The most 
recent profile of individuals with developmental disabilities was reported by the Association of 
Agencies for Treatment and Development (AATD) in 1993.’ The AATD report describes the 
characteristics of the 88 individuals who receive services and voluntarily participate in AATD's 
database. These individuals represent 32% of the estimated 277 persons over 55 with a 
developmental disability in Hamilton-Wentworth. Sixty-one percent (54) of these individuals are 
between 56 and 65 years of age, 39% (34) are over 65, and 7% (6) are over 75 years of age. Seven 
of these individuals (8%) are living with their own families. Most of the others reside in facilities and 
homes in the community: LTC facilities (35%), Second Level Lodging Homes (21%), Group Homes 
(18%), and Residential Homes for Special Care (6%). Seven are living independently, some with the 
support of the Supported Independent Living Program. 


As these individuals age they may require services sooner than the general population. Those living 
with their families will need support services as their parents age and can no longer care for them. 
Staff in the health and community-support services (e.g. adult day programs) need to be educated 
with respect to the unique characteristics and service needs of these individuals. 


Persons with Physical Disabilities 


According to the HALS conducted by Statistics Canada in 1991, there were an estimated 68,680 
individuals (15 to 64 years) with disabilities residing in households in the Hamilton Census 
Metropolitan Area which includes Hamilton-Wentworth plus Grimsby and Burlington®. It was 
calculated that just under 15% of the persons with disabilities were classified as severely disabled and 
another 35% were said to be moderately disabled (Table E). The majority of disabilities experienced 
by people living in households rather than institutions, were in the nature of agility (54%) and mobility 
(52%) (Table F). At the same time, 21% had a hearing disability and 13% reported a speaking 
disability. 


Using the 17% prevalence rate calculated from the HALS (1991) data and the Hamilton-Wentworth 


population projections for individuals 15 to 64 years of age, the number of persons with a disability 
are estimated to be 56,834in 1996, 61,139 in 2001 and 66,306 in 2006. 
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TABLE E 


Persons Aged 15 To 64 With Disabilities Living In Households 
For The Hamilton Census Metropolitan Area* 
1986 And 1991 


SOURCE: Health and Activity Limitation Survey, 1986, 1991 


TABLE F 


Nature Of Disability For Persons Aged 15 To 64 With Disabilities 
Living In Households For The Hamilton Census Metropolitan Area* 
1986 And 1991 


Nature of Total Total 
Disability 1986 1991 


SOURCE: Health and Activity Limitation Survey, 1986, 1991 


*Includes Hamilton-Wentworth, Grimsby and Burlington 
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The HALS (1991) does not provide information on the distribution of disabled persons across the 
Region of Hamilton-Wentworth. However, in a report of housing needs of persons with disabilities, 
United Disabled Consumers (UDC) stated that 52% of the individuals surveyed lived in lower 
Hamilton: west of James St. (14%), James to Kenilworth (28%), and east of Kenilworth (10%)'* 
While it would seem that persons with disabilities are primarily in the urban core areas of Hamilton 
within reasonable access to health and community support services, there are individuals with 
disabilities and their families throughout the Region. The UDC study reported respondents in the 
following communities: Ancaster 6 (3%), Dundas 16 (9%), Flamborough 4 (2%), Glanbrook 4 (2%), 
and Stoney Creek 8 (5%). 


The social determinants of health discussed for seniors also pertain to persons with physical 
disabilities. According to HALS (1991), 57% (38,850) of the estimated number of persons in 
Hamilton-Wentworth with disabilities had an income in 1990 of less than $20,000. This is very close 
to the proportion of the respondents (55%) to the United Disabled Consumers’ study that reported 
a similarly low level of income. Indeed, the average 1990 income for a single person with disability 
was only $18,230°. A large number of the UDC study respondents (79 or 44%) were living by 
themselves or without anyone capable of giving them assistance. Most of them were in rented 
accommodation (104 or 58%) and only half (87 or 49%) lived in accommodation built or modified 
for persons with disabilities. 


Employment is another factor associated with education, income and health. Fifty-six percent of 
persons with disabilities aged 15 to 64 are not in the labour force because of their limitations’. This 
is the same proportion reported by the Work-Able study (1994)'° and the United Disabled Consumers 
report (1995). 


Persons with Acquired Brain Injury. 

Persons with acquired brain injury are one of many groups of people with physical disabilities who 
require continuing care services. Acquired brain injury can result from trauma or non-traumatic 
causes such as stroke, tumour, or infection. 

It has been difficult to produce counts of numbers of people living with acquired brain injuries in 


Ontario. The Ontario Trauma Registry (OTR) was established to provide information on the number 
of people in the province being treated for traumatic injuries, including injuries to the brain. 
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According to the registry there were 4,400 cases of traumatic brain injuries in Ontario during 1993. 
This is the equivalent of 60 cases per 100,000 population aged 16-64. Using this rate of incidence for 
Hamilton-Wentworth, it is estimated there would have been 275 cases of traumatic head injuries in 
195; 


It has been shown in an American study that the above rate underestimated the incidence of traumatic 
head injuries, and that the cases per 100,000 can be estimated at 199 (93 with mild injuries and 26 
moderate to severe injuries). Using this estimate for Hamilton-Wentworth, it was calculated that the 
cases would be 430 mild cases and 120 cases of moderate to severe injuries’. 


Persons with HIV/AIDS. 


As AIDS progresses, individuals need the support of various continuing care services, especially 
supportive housing and the Home Care Program. The Ministry of Health, Public Health Branch 
(1994) reported there have been 117 cases of AIDS diagnosed in Hamilton-Wentworth. This 
represents 2.5% of the total number of cases (4,671) diagnosed in Ontario’. 


Children Receiving Continuing Care Services 


The 1990 Ontario Health Survey reported an estimated 2,106,700 children living in Ontario’. Three 
quarters of these children are under age 12. The majority of children in Ontario is healthy. Only 3.3% 
reported a long term disability. However, 24.5% reported at least one chronic health problem. The 
leading types of chronic health problems were hay fever and other allergies (13.4%), skin allergies 
or other skin diseases (6.3%) and asthma (5.4%). Children also had low rates of specific types of 
disabilities. Only 0.4% could not see well without glasses, 0.5% needed a hearing aid, 0.2% had 
mobility disabilities, and 0.2% reported dexterity disabilities. 


The number of children surveyed by the OHS in Hamilton Wentworth was insufficient to provide 
adequate local data. 

CONTINUING CARE UTILIZATION STATISTICS 
The review of the utilization data of continuing care services is based on 1994-95 statistics which are 
the most recent and complete statistics available. Sufficient data from previous years are not available 


to identify patterns in the utilization of the various services over time. Data on user characteristics 
such as age, sex, and marital status are generally not available. 
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Rehabilitation Services 


Individuals being referred for rehabilitation services have various needs. They may have chronic 
medical problems and require intervention to improve or maintain their functional abilities. 
Alternatively, individuals may experience sudden, devastating injuries that require intensive 
rehabilitation following lifesaving and stabilizing interventions. 


Key informants have reported a total of 1338 admissions to the in-patient rehabilitation services in 
the Hamilton-Wentworth acute care hospitals in 1994-95: 


° Chedoke-McMaster Hospitals, Chedoke Division - 670 admissions 
. Hamilton Civic Hospitals, Henderson Division - 576 admissions 
° St. Joseph's Hospital - 92 admissions 


In addition to inpatient services that focus on hospital discharges and beds, the hospitals also provide 
a range of rehabilitation services on an outpatient basis. Volumes of services in the Hamilton hospitals 
are shown in Table G. 


TABLE G 
Utilization of Outpatient Rehabilitation Services in Hamilton-Wentworth Hospitals 
Workload in Units 


St. Joseph’s (Acute) 392,628 96,765 68,110 
TOTAL 2,176,387 1,003,215 736,419 696,190 


SOURCE: Hay Group, February 1996 


Note: Workload Units for Physiotherapy and Occupational Therapy are weighted units’. Units for 
Speech Lanuage Pathology andAudiology are in-house units. 


Table G shows that the largest single provider of outpatient rehabilitation services is Chedoke- 
McMaster, followed by Hamilton Civic, St. Joseph’s and then St. Peter’s. 


[5 


The Hamilton-Wentworth Home Care Program reported 10,000 referrals for therapy services and 
documented 50,789 visits in 1994-9518 


There are 42 private rehabilitation clinics in the Hamilton-Wentworth area. While it is difficult to 
ascertain the volume of work that is delivered in the private clinics, it is thought to be significant. 


Chronic Care Services 


Generally, individuals needing chronic care services have experienced health problems over a period 
of time and have extensive experience in the health care system. This may include frequent 
intervention with the family physician, episodes of hospitalization, referrals to various clinics and 
specialists, and support from the Home Care Program. Admission to a chronic care hospital bed 
occurs when the individual's condition is complex in nature, when an interdisciplinary approach to the 
care is required and when he/she can no longer be supported in the home environment. In some 
instances the goal of care is to treat or rehabilitate the person in order to return him/her to the home 
environment or to a lesser level of care (e.g., a LTC facility). In other instances this is not possible 
and the individual remains in the chronic care environment until death. 


In 1994-95 there were a total of 342 admissions to chronic care beds in the hospitals in Hamilton- 
Wentworth: 


° Chedoke-McMaster Hospitals - 30 admissions to the 75 bed Chedoke Continuing Care Centre 
and 33 admissions to the two chronic care units for elderly persons with 65 beds 

. Hamilton Civic Hospitals, Henderson Division - 24 admissions to the 34 beds 

° St. Joseph's Hospital - 9 admissions to the 30 beds 

. St Peter's Hospital - 246 admissions to the 284 beds 


Palliative Care Services 


The Regional Palliative Care Program has collected local palliative care utilization data from area 
hospitals and the Home Care Program. Apart from the Home Care Program data, the information is 
limited to the adult population, usually defined as those 17 years of age and over. Home Care is the 
key community data source since it provides the majority of palliative care in the community. 


There is no uniform system for reporting palliative care statistics across hospitals and community 
care. Through the Regional Palliative Care Program, efforts are currently underway to develop 
common data collection protocols across settings. Members of the Regional Palliative Care Program 
have indicated that the problem of inconsistent palliative care data is not unique to Hamilton- 
Wentworth. 
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The data from the Canadian Institute for Health Information (CIHI) and the Hamilton-Wentworth 
Home Care Program are reported by disease category, without specifically identifying those who are 
palliative. 


Key informants have reported a total of 2262 individuals admitted to palliative care services in acute 
care institutions and the Hamilton-Wentworth Home Care Program in 1994: 


° Chedoke-McMaster Hospitals - 123 admissions 

° Hamilton Civic Hospitals, Henderson Division - 532 admissions 

° Hamilton Civic Hospitals, Hamilton General Division - 290 admissions 
. St. Joseph's Hospital - 376 admissions 

° St. Peter's Hospital - 61 admissions 

° Home Care Program - 880 admissions 


Long-Term Care Services 


There are over 40 agencies in Hamilton-Wentworth funded by the Ministry of Health to provide long- 
term care services. There are many more agencies, organizations, and community groups, such as 
churches, which also provide valuable services to seniors and persons with disabilities. Tables H to K 
report the 1994-95 utilization and funding information for the Ministry of Health funded agencies”. 
The following discussion highlights some of the services but not all. 


There are seven funded meal services (meals-on-wheels and diners club/wheels-to-meals) in the 
Region. Together they provided 141,800 meals last year. 


Transportation services are essential for access to other health and community support services. The 
seven volunteer-assisted transportation services provided a total of 21,746 trips in 1994-95. 


Friendly visiting and telephone reassurance services support people, especially seniors living alone, 
to remain in the community as long as they are able. The eight friendly visiting services made 114,558 
visits last year and 129,216 contacts were provided by the three telephone reassurance services. 


Table J reports the volume of care provided by the various professional, homemaking and personal 
care services delivered by the Hamilton-Wentworth Home Care Program in 1994-95. Whereas data 
on the age characteristics of users of community support services are not readily available, the 
Ministry of Health has provided the volume of services delivered by the Home Care Program to 
clients 65 and over (Table K). Clearly a large proportion of most services are consumed by seniors. 
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J. 1994-95 HAMILTON-WENTWORTH HOME CARE PROGRAM UNITS OF 
SERVICE 


Homemaking (includes Meals-on- Wheels 665,294 hours 


Integrated Homemaker Program 
Homemaking 62,518 hours 


SOURCE: Ministry of Health, Special Retrieval, June 28, 1995. 


K. 1994/95 HAMILTON-WENTWORTH HOME CARE PROGRAM BUDGET 


Source: Hamilton-Wentworth Home Care Program 
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L. 1994/95 HAMILTON-WENTWORTH HOME CARE PROGRAM BUDGET 
BREAKDOWN 


SERVICE BUDGET % COST PER VISIT 


Homemaking (includes 
Meals on Wheels) 

[Acquired Brain Injury 
eel ion oa it 


( 
Pathology 


OURCE: Hamilton-Wentworth Home Care Program 


*Rounding Error 


a 


Children Receiving Services From The Home Care Program 


Until the recent restructuring of the Home Care Program from programs to services, the Hamilton- 
Wentworth Home Care Program provided services to children through four programs: 


. School Health Support Services Program (SHSSP) 
° Acute Program 

. Chronic Program 

- Integrated Homemaker Program 


On April 18, 1995, the numbers of children on each Program (caseload) were’’: 


° School Health Support Services Program - 894 
° Acute Program - 52 

° Chronic Program - 111 

° Integrated Homemaker Program - 3 


Some children receive services both at home and at school. These services may be provided directly 
by Home Care Program staff or they may be purchased from community agencies such as the 
Children's Treatment Centre. 


Children receiving services from the Children's Treatment Centre. 


The Chedoke-McMaster Children's Developmental Rehabilitation Programme (CDRP) is one of 
twenty children's treatment centres in Ontario. In April 1995, the funding of these centres was 
transferred to the LTC Division of the Ministry of Health. The CDRP provides services for children 
who present with neurological, developmental and/or multiple disabilities. In 1994-95, CDRP had a 
caseload of 569 active cases’. The Programme discharged 108 clients and received 123 referrals. 
Among the children referred to CDRP in 1994\95, 38 were two years of age or less, 31 were between 
2 and 4 years, and 54 were over 4 years of age. 
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ENDNOTES 


As of yet, sources of data have not been identified to provide evidence of the scope and 
magnitude of demand for continuing care services originating beyond the boundaries of 
Hamilton-Wentworth. 


It was not possible to abstract utilization data from the hospitals statistics pertinent to the 
users of rehabilitation, chronic care or palliative care services. 


Statistics Canada, 1991; Community Profile. 


Hopkins, R. W. (1995, September). Dementia projections for the counties, regions, 
municipalities and districts of Ontario. Psychogeriatric Unit Clinical/Research Bulletin. 
Number 10. Kingston: Kingston Psychiatric Hospital. 


Ontario Ministry of Health. (1995, January). Policy framework and implementation 
guidelines for mental health and long-term care interface for older people with mental 
health needs. Toronto: Author. 


Health and Activity Limitation Survey 1991. (1994, November). Selected characteristics of 
persons with disabilities residing in households. Ottawa: Statistics Canada. The Health and 
Activity Limitation Survey does not report on persons with physical disabilities separate from 
persons with other forms of disability. For the purposes of this description, the data on 
persons with disabilities aged 15 to 64 years are reported as the closest approximation of the 
characteristics of persons with physical disabilities available. The Hamilton-Wentworth Work- 
Able Survey Report (1994) and the United Disabled Consumers Study (1995) also adopted 
the broad definition of disability and included individuals with various disabilities. 


Badley, E.H., Yoshida, K., Webster, G., & Stephens, M. (1993, September). Disablement 
and chronic health problems in Ontario. Working Paper No. 5. Ontario Health Survey 1990. 
Toronto: Information, Planning and Evaluation Branch, Ministry of Health. 


A formal request to Census Canada is required to access these data. 


Hamilton-Wentworth District Health Council. (1995, September). Health promotion plan 
report. Hamilton: Author. 


Rockwood, K., Fox, R.A., Stolee, P., Robertson, D., & Beattie, B. L. (1994). Frailty in 
elderly people: an evolving concept. Canadian Medical Association Journal, 150(4), 489- 
495. 


Memo from Dr. Ken LeClair, January 10, 1996. 


ZS 


Mey 


14. 
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Houser, A. (1993, November). A profile of individuals over 55 years of age in Hamilton- 
Wentworth. Database for the developmentally handicapped - 1993 Update. Hamilton: 
Association of Agencies for Treatment and Development. 


United Disabled Consumers. (1995, May). Zhe housing needs of persons with disabilities in 
the Region of Hamilton-Wentworth: A pilot project. Hamilton: Author. This was a telephone 
survey of the members of United Disabled Consumers and six other agencies providing 
services to persons with disabilities. The study was not limited to persons with physical 
disabilities and it was not administered to a representative sample of persons with disability 
in Hamilton-Wentworth. Two hundred and seventy-three people were contacted and a total 
of 179 individuals (66% response rate) were interviewed. 


Level of Severity: 


Severity of disability is a scaling system developed for the Health and Activity Limitation 
Survey. The scale is a scoring system that assigns 1 point for each partial loss of function and 
2 points for each total loss of function (that is a complete inability to perform a function). 
Mild or slight disability is less than 5 points. Moderate disability is 5 to 10 points, a severe 
disability is more than 11 points. 


The functions, outlined below, are a set of 17 everyday activities that able-bodied persons 
have no difficulty completing: 

1. walking 400 metres without resting; 

Z walking up and down a flight of stairs; 

3 carrying an object weighing 5 kilograms for a distance of 10 metres; 

4. moving from one room to another; 

Sy, standing for long periods of time; 

6 standing, bending down and picking up an object from the floor; 

(i dressing and undressing; 

8 getting in and out of bed; 


9. cutting own toenails; 
10 using fingers to grasp or handle; 
igh cutting own food; 
pas reading ordinary newsprint; 
13: seeing clearly the face of someone from four metres; 
14. hearing what is said in a normal conversation with another person; 
ES. hearing what is said in a normal conversation with at least two other persons; 
16. speaking and being understood; and 
LZ, remembering or learning. 


16. 


We 


18. 


Jie 


ZO, 


2d, 


Nature of Disability: 


lie Mobility - Problems walking, moving from room to room, carrying objects for 10 
metres or standing for long periods of time. 

Ds Agility - Limited in ability to bend, may not be able to dress or undress, cut toenails, 
use their finger to hod or handle objects. 

3. Seeing - Problems reading newsprint or seeing someone from four metres even while 
wearing glasses or contacts. 

4. Hearing - Problems hearing what is being said in a conversation with one or more 
people, even while wearing a hearing aid. 

os Speaking - Limited in ability to speak and be understood by others. 

6. Other - Limited because of a learning disability, a mental health condition, a mental 


handicap, or because of labeling by another person. 


Baker, M., Sidoruk, N., & Pennock, M. (1994, January). Work-able survey report. Hamilton: 
The Social Planning and Research Council of Hamilton and District. The purpose of this 
project was to develop an employment-related profile of persons with disabilities who were 
registered with 16 community agencies representing a combined caseload of 12,212 clients. 
A self-administered questionnaire was mailed to 3,111 persons who represented 25 % of the 
agencies’ total caseloads. The response rate was 27 % (845 responses). 


Hamilton-Wentworth District Health Council. (1996) Community Profile. Hamilton: Author 


Data provided by Jean Lillie, Manager Therapy Services, Hamilton-Wentworth Home Care 
Program. 


Data provided by C. Flatt, Supervisor Case Management, Hamilton-Wentworth Home Care 
Program, December 1995. 


Data provided by Claire Andoff, Programme Manager, Children’s Developmental 
Rehabilitation Programme, May 1995. 


These data are reported according to the categories of LTC services used prior to the change 


in budgeting procedures and services re-definition. The present picture of LTC services in 
Appendix D is reported using the current categories and definitions of services. 
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CHAPTER 3 - BRINGING THE PIECES TOGETHER 


In order to develop an integrated coordinated system which is responsive to the needs of the clients, 
certain supports must be in place across the system. They include: 


° The appropriate administrative management mechanisms 

° The appropriate coordination bodies 

° The capacity to transfer patient information rapidly between providers 

° The appropriate education and research to enable the system to build evidence-based 
practice 

. Adequate Transportation for Clients 


It is also critical that the Continuing Care System be given adequate resources. Historically, 
restructuring in the health and social service systems has not always taken place in an integrated 
fashion. Cuts in the acute care sector, while well justified by new treatment philosophies, are not 
always accompanied by increased supports in community sectors. It is critical that in this rebalancing 
of the system, we ensure that the community supports are available as lengths of stay decrease in the 
hospital, and hospitals focus their activities on the acutely ill patient. 


RECOMMENDATIONS SUPPORTING THE DEVELOPMENT OF A 
SYSTEM 


1. Information Infrastructure 

It is recommended that: 

° health and social service providers in the areas of Long Term Care, rehabilitation, chronic 
care and palliative care be linked through a computerized network which allows them to 


transfer patient information. 


° this information network include the continuing, acute and primary care sectors. 


Pa 


RATIONALE: 
Patients are often transferred from one area of the health care system to another, and then back again. 
In order to provide effective care, patient information needs to go with them. As well, this network 


should include the capacity for research, i.e. client records as a data base. 


Initiatives which are exploring the patient information transfer include projects such as the HAPPIN 
project, or smart card technology. 


Costs would include: 


. computer hardware 

° computer software 

° training in the use of computers and the communication technology 

° on-going costs for troubleshooting support 

OUTSTANDING ISSUES: 

. client confidentiality 

. the need to support the further development of evidence-based practice 


IMPLICATIONS FOR TEACHING AND RESEARCH: 

° need to teach existing health care professionals and health care students to use the system 

. allows for population-based research 

Zi Research Support 

It is recommended that: 

. The Faculty of Health Sciences and relevant funders work on enhancing the capacity of 


community-based agencies to conduct research through the development of research skills, 
assistance with the development of research tools and adequate funding. 
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RATIONALE: 


As more and more service delivery is occurring in the community, it is essential that the capacity for 
undertaking community research be developed in the community. This research should be generated, 
developed and owned by the community. Then it will truly reflect the needs and perspectives of the 
community and be integrated into service planning and delivery. 


This recommendation builds on the collaborative models being piloted by three McMaster Faculty 
of Health Sciences initiatives: 


° the Health of the Public Project, 

° the Teaching Health Unit, and 

° the Systems Linked Research Unit. 
3. Transportation 


It is recommended that: 


° the Health Action Task Force (HATF), the Hamilton-Wentworth District Health Council 
(HWDHC) and the Health Systems Board (HSB) consider transportation services when 
planning any changes in the delivery of health and community support services. 


° the HATF, the HWDHC and the HSB consider the cost-effectiveness of providing outpatient 
clinic services in consumers’ homes in order to avoid the cost and inconvenience of providing 


transportation services. 


° the Health Systems Board consider allocating a portion of any funds redirected from the acute 
care sector to community services, such as volunteer assisted transportation services. 


° the Long-Term Care Committee (LTC) consider increasing the allocation of funds to 
volunteer-assisted transportation services in the LTC Multi-Year Plan. 

RATIONALE: 

Transportation is a critical component of access to current and future health and community support 


services. It is an integration issue that pertains to all aspects of a comprehensive health care system: 
primary care, acute care, mental health and continuing care. 


) 


Recent restructuring of the acute care sector has put increased demand on the Disabled & Aged 
Regional Transit System (DARTS) and the various volunteer-assisted transportation services. The 
increased need for transportation to outpatient clinics and office appointments for physicians, 
physiotherapy and occupational therapy has accounted for much of the increased demand. The 
Canadian Cancer Society, Canadian Red Cross and Dundas Community Services all report significant 
increases in the demand for their transportation services. Some of these agencies are subsidizing their 
transportation services with funds other than those they receive from the Ministry of Health. 


DARTS is a critical component of the system of transportation services for Hamilton-Wentworth. 
Changes to the DARTS service impact directly on other transportation services such as the volunteer- 
assisted transportation services funded by the Ministry of Health, DARTS had 15,370 registered 
clients in 1995 and provided 502,000 trips.’ Recent funding cuts to DARTS have resulted in reduced 
services (6000 trips less per month) and more restrictive eligibility criteria. Even before the funding 
cuts, DARTS was not able to meet the demand for their services. DARTS had been providing 
services to a broader population of users than the provincial guidelines defined. Now it is having to 
curtail its services in keeping with the more restrictive guidelines. Volunteer-assisted transportation 
services are currently documenting the number of requests for transportation from individuals who 
have been denied DARTS trips. 


Members of various HWDHC committees who use DARTS report several problems with the services 
in recent months: scheduling difficulties, restriction of services to medical appointments, work and 
school. Other DARTS users have reported difficulty getting transportation for medical and dental 
appointments as well as various Board and committee meetings where they are members representing 
the needs and perspectives of persons with disabilities. Participation in these and other meaningful 
activities are essential to maintaining the health of seniors and people with disabilities. 


Future consideration needs to be given to the opportunities for integrating various aspects of 
community transportation such as ambulance service, parallel transportation, volunteer-assisted 
transportation, and school transportation. 


Accessible Transportation Services Database 
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CHAPTER 4 - REHABILITATION 


DEFINITION 
Rehabilitation: 
The Ministry of Health Rehabilitation Strategy Framework defines rehabilitation as: 


a progressive, dynamic, goal-oriented and often time-limited process which enables 
an individual with an impairment to identify and reach his or her optimal mental, 
physical, cognitive and/or social functional level. Rehabilitation provides opportunities 
for the individual, the family and the community to accommodate a limitation or loss 
of function, and aims to facilitate social integration and independence.’ 


Most hospitals in Hamilton define rehabilitation as a broad continuum of therapy services provided 
on an ongoing basis which includes education, maintenance, prevention of deterioration and increase 
in function. Within this broad continuum are the structured and specialized rehabilitation programs 
that are aimed at assisting persons with impairments to reach their optimal level of functioning. The 
rehabilitation that is practised in acute care rehabilitation units is often diagnosis specific and usually 
follows an acute incident. The rehabilitation that is practised in chronic care facilities is usually of 
diagnosis specific, also often longer term and deals with neurological and cognitive rehabilitation. 
The day hospital programs use an interdisciplinary model to treat older more complex patients who 
are living in the community, while community clinics are more often single discipline in nature and 
tend to treat less complex patients. 


BRIEF DESCRIPTION OF REHABILITATION SERVICES 


There are a total of 100 acute care inpatient rehabilitation beds and multiple and varied out-patient 
services in Hamilton-Wentworth. The 34 rehabilitation beds at St. Peter’s Hospital, and the 4 
reactivation beds at the Henderson Hospital, currently considered chronic care beds, are to be 
included in the rehabilitation envelope, for a total of 138 beds. 


Rehabilitation services are also offered by the Home Care Program. As well as designated beds and 


services, there is also a rehabilitation approach being taken to many of the services offered by acute 
and continuing care. 


on 


HOSPITAL BASED REHABILITATION PROGRAMS 


Inpatient Services Outpatient Services 


Acute injury clinic 
Multidisciplinary education 
team 

Speech language pathology 
pre-surgical program 
Audiology 

Occupational Therapy foot 
clinic & hand clinic 


10 beds - Referrals are from 
St. Joseph’s Hospital with an 
average length of stay of 20 

days 


St. Joseph’s Hospital 


Day hospital - 20 places 
Diabetic clinic 
Psychiatric assessment 
Audiology 

Continence program 
Educational and health 
Promotion 


St. Joseph’s Community 
Health Centre 


Henderson site: 
Mainly orthopaedic 
problems, approximately 
15% of referrals are from 
the Civic Hospitals 
Workers Compensation & 
Motor Vehicle Accident 
insurance program clinics 
Dermatology clinic 
Day hospital with 22 

places 


21 beds for loco-motor 
problems, 18 beds for 
neurological, and 4 
reactivation beds at the 
Henderson site; 

80% of the patients are 
referred from the Civic 
Hospitals 


Hamilton Civic Hospitals 


Chedoke-McMaster Hospitals Geriatric services 
Day hospital program with 


30 places 


8 programs, with a total of 
51 inpatient rehabilitation 
beds: 

. 24 Transitional Living Beds 
. 27 Specialized 
Rehabilitation beds 
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Inpatient Services Outpatient Services 


Chedoke Family & Child 
Centre (Funded by both the 
Ministry of Health and the 
Ministry of Community and 
Social Services) 


Programs funded by the 
Ministry of Health are: 
The Children’s Treatment 
Centre 
Cleft lip & palate program 
Children’s exercise & 
nutrition program 
Orthopaediatric & dental 
clinics 
Technology access clinic 
School health support 


St. Peter’s Hospital . An innovative “Easy Street 
Environment” that 
simulates the challenging 
physical environment for 
people with impairment, 
specifically designed for the 
elderly. 

. Stroke rehabilitation - 34 
beds 

. Musculoskeletal - 34 beds 

. These two units will be 

combined into one 34 bed 

rehabilitation unit as of 

April 1996 


Physiotherapy 
Occupational therapy 
Seating clinic 

Chiropody 

Movement disorders clinic 
Falls clinic 

Day hospital with 35 
places 
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Hamilton-Wentworth Home Care: 


The Hamilton-Wentworth Home Care Program serves only those clients whose needs cannot be met 
on an out-patient basis. They provide rehabilitation services in the home as well as in the school for 
those under 21 years of age. The Home Care Program requires the home to be a suitable environment 
and the family to be willing participants in the program. 


Waiting lists for some of these services are significant. This is the only program that offers speech 
language pathology to adults in the community. 


Private Rehabilitation Clinics: 


There are 42 private rehabilitation clinics listed in Hamilton-Wentworth. They service Ontario Health 
Insurance Plan insured patients, Workers Compensation Benefits recipients and recipients of motor 
vehicle injury insurance. While it is difficult to ascertain the volume of work that is delivered in the 
private clinics, it is thought to be significant. 


RECOMMENDATIONS FOR THE ADMINISTRATIVE MANAGEMENT OF A 
REHABILITATION SYSTEM 


It is recommended that: 


° a lead hospital provide administrative leadership and direction in the restructuring of both 
inpatient and out-patient acute care hospital rehabilitation services in Hamilton-Wentworth 
in order to provide a comprehensive and effective rehabilitation system. The decision on 
which hospital will depend on the site and configuration options 


. rehabilitation services other than the above be consolidated to one rehabilitation hospital 


. there be a physical consolidation of out-patient acute care services to the greatest extent 
possible, considering the number of clients served and space required 


. rehabilitation services remain available in the acute care setting for patients requiring these 
services during the acute episode and prior to discharge to the community or at a specialized 
rehabilitation unit. The rehabilitation services needed in the acute care settings may either be 
provided under the administrative structure of individual acute care hospitals, or purchased 
from the hospital with the administrative responsibility for the rehabilitation system 
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° The role of the lead hospital would include, but not be limited to: 


° determining the organizational structure 

. planning the ongoing management and administration of a consolidated rehabilitation 
system. 

. developing an ongoing operational plan 

° developing clinical educational plans relating to the specialty programs 

. monitoring quality of care and compliance with standards 

. identifying and developing a plan to address human resource issues 

° developing a communication plan for staff, patients and families involved in program 
changes 

RATIONALE: 


Current rehabilitation services exist because individual hospitals and the private sector have 
responded to perceived needs. Until the recent development of the Regional Rehabilitation Program, 
there has not been a formal body to look at hospital services as a whole. There has also not been 
overall assessment and planning for rehabilitation services across all sectors. 


Consolidation of administrative responsibility to a lead hospital would place accountability on that 
hospital, not only for providing excellence in care, and for the identification of and response to need, 
but also for planning across the full spectrum of service providers. 


There is a need to consolidate inpatient rehabilitation beds to ensure an appropriate critical mass for 
the development of expertise, education and research. At the same time, rehabilitation should 
continue as a necessary part of the continuum of care throughout all hospitals. 


In the document submitted by the partner institutions of the Hamilton-Wentworth Academic Health 
Care Network, Chedoke-McMaster Hospitals was identified as the "lead" hospital in developing a 
"leadership model" in rehabilitation services in Hamilton.” This Working Group recommendation is 
compatible with that suggestion. As well, Chedoke-McMaster has the largest number of rehabilitation 
beds (51) and specialized programs in Hamilton-Wentworth. 


The lead hospital would also have a responsibility for developing stronger linkages and partnerships 
in the community. This should be a consideration in the restructuring as community partnerships 
could prove helpful in developing as preventative programs in the community for high risk groups 
as well as other health promotion programs. 


A Proposal submitted by the Partner Institutions of the Hamilton-Wentworth Academic Health Care 
Network “Hamilton-Wentworth Acute Care System: Moving Toward the 21st Century”, 
November 30, 1995. 
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It has been identified that physicians who refer patients are not always aware of the rehabilitation 
services available. Identifying one administrative body will be helpful in addressing this issue as all 
questions could be directed to that body. 


There has been a lack of data and a lack of consistency in the data collected relating to incidence and 
prevalence of disability. Consolidation of services will provide the structure for the standardization 
of data collection. 


This consolidation would also separate the rehabilitation funding from the acute care hospital budgets 
which may be helpful in protecting resources for rehabilitation services. 

OUTSTANDING ISSUES 

The four Day Hospitals are strategically located throughout Hamilton-Wentworth and are therefore 
accessible to clients. They currently serve 107 clients each day. Because of their size and the human 
resources and physical space they require, physical consolidation would not be beneficial to the 
effectiveness of the program or the clients served. 

RECOMMENDATIONS FOR PROGRAM CONFIGURATION 

It is recommended that: 

. contingent upon the facility assessment and configuration recommendations made by the 


Health Action Task Force (HATF), Chedoke-McMaster Hospitals proceed with the capital 
development of the Chedoke site as a rehabilitation centre which would contain: 


° a 75 beds chronic care unit for the younger adult 
° the capacity for 159 consolidated rehabilitation beds by the year 2000 
~ RATIONALE 


The projected need for 159 rehabilitation beds could readily be consolidated on the Chedoke site. 
The philosophy of rehabilitation services is also compatible with Chedoke's vision of a sports complex 
for the disabled. As it has also been recommended that the chronic care services be further 
consolidated, then the 65 beds for the geriatric chronic care patients could be made available for 
rehabilitation. However, the Chedoke site requires capital redevelopment. Discussion around the 
site is dependant on the facility assessments. 
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Projections of future bed requirements were based on current utilization, estimates of unmet needs 
and anticipated changes in the population’. The assumption that there is an unmet need is based on 
the following: 


. the utilization rates for rehabilitation services by residents of Hamilton-Wentworth are 
significantly lower than the corresponding rates in Metropolitan Toronto 


. approximately 17% of all cases with Alternate Level of Care (ALC) days as part of the 
inpatient stay are waiting for access to rehabilitation beds 


° there are a number of discharges from Chronic Care beds with a length of stay of less than 
219 days. The analysis suggests that these individuals may in fact reflect rehabilitation cases 
that are not captured in current utilization data 


. there are significant gaps in certain community-based services (e.g. speech language 
pathology). 


ALC Cases Transferred to Rehabilitation Beds 


In 1994/95, there were 171 Hamilton-Wentworth residents that had the ALC days as part of their 
inpatient stay in hospital prior to being transferred to rehabilitation beds. Their average length of stay 
as ALC before being transferred to rehabilitation was 11.9 days. 


On any given day there would be 6 patients waiting for transfers. These cases do not represent an 
unmet need for rehabilitation beds, but rather a system need to alleviate the delay in transfer. Thus 
the case need would be based on the average daily number of patients, rather than on the total number 
of patients. 


It is estimated that these cases would require long-term rehabilitation services and would be evenly 
distributed in the 65+ age groups. 


ALC Cases Discharged Home 


In addition to patients waiting for rehabilitation beds, there were 141 cases with ALC days as part 
of their stay that were ultimately discharged to their homes. It is estimated that 50% of these cases 
would have benefited from admission to rehabilitation beds for rehabilitation/reactivation. Therefore, 
capacity will have to be increased to accommodate an additional 70 cases of unmet need. It is 
estimated that this need is for short-term rehabilitation in the 65+ age group. 


Hay Group, Draft Report - Review of Rehabilitation Requirements for the Hamilton-Wentworth 
Region, February 26, 1996. 
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Potential Rehabilitation Cases Discharged to Chronic Beds 


The Chronic Care Role Study undertaken in 1993 suggests that there is an unmet need related to a 
program that could be entitled “assessment and care planning”. This program has a rehabilitation 
focus and would include patients who are currently admitted to chronic beds for rehabilitation and 
restoration. This is assumed to be all shorter stays (less than 219 days) who are discharged to a 
chronic hospital or an extended care program. In 1994/95, there were 24 residents from Hamilton- 
Wentworth who fell into this category. These cases therefore have to be added to the rehabilitation 
projections and it is assumed that they would be long-term cases. 


Potential Rehabilitation Cases Discharged Home 


In addition to the people discharged to a chronic hospital or extended care program, there were 74 
people discharged to their home. While many may have subsequently been readmitted to a chronic 
hospital or extended care program, it is assumed that some of these people would have benefited from 
admission to a rehabilitation program if the capacity to do so had existed. 


Therefore it is assumed that 33% of this total population (24 cases) would be rehabilitation cases with 
50% in short-term rehabilitation and 50% in long-term rehabilitation. The total number of additional 
rehabilitation cases therefore under the category of shorter stay chronic cases is 48 (24 + 24) with 
12 of these being short-term and 36 being long-term. These cases are assumed to be equally 
distributed across all 65+ age groups. 


Waitlists 


Waiting lists for services can be reflective of unmet need, but it is difficult to assess the amount of 
need that actually exists. Information received suggests that there may be gaps for specific programs 
such as neurological neurosciences and musculoskeletal. In examining transfers from acute care beds 
to rehabilitation by Patient Service Group (PSG), these two groups generated the most ‘demand’ for 
rehabilitation services. Rehabilitation services for neurological neurosciences patients tends to be 
long-term rehabilitation, while services for musculoskeletal patients tends to be short-term. Given 
this, an adjustment factor was added to all age groups for long-term rehabilitation and for all persons 
over the age of 65 for short-term rehabilitation. For planning purposes, the adjustment factor has been 
set at 20% for both short and long-term. 


In addition to the need to increase access to inpatient services, issues surrounding unmet need also 
can reflect a lack of availability of outpatient or home-based services. 


The impact of the above factors is shown in Tables M, N, O, P,Q and R. 
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ee" Services Required in Hamilton-Wentworth Hospitals 


Projecting requirements for Hamilton-Wentworth hospitals must reflect the proportion of the total need for 
Hamilton-Wentworth residents that will be provided locally plus the demand that is expected from residents of other 
regions. For planning purposes, it is assumed that existing market share will be maintained for Hamilton-Wentworth 
residents. This means that approximately 3% of the total need will continue to be met by institutions outside of 
Hamilton-Wentworth. Projections of the total case requirements in Hamilton-Wentworth hospitals using the need 
rates calculated above are shown in Table O. 


TABLE O 


Projected Volume Of Rehabilitation Services That Should Be Provided By Hamilton Hospitals For Residents 
Of Hamilton-Wentworth 


Rehabilitation Volume in | Projected % of unmet Volume of Adjusted 

Program Hamilton Total need to be unmet need Volume 
Hospitals Unmet Need | provided in to be (1994/95) 
(1994/95) (1994/95) H-W hospitals | provided 


Adult (15+ yrs) 


Short Term 


Sub Total 


TOTAL _245 


The impact on current bed requirements in Hamilton-Wentworth hospitals is shown in Table P. 
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SUMMARY 


The number of rehabilitation beds needed currently are 144, 159 by the year 2000 and 174 by the year 
2005; 


The projected immediate need for 144 rehabilitation beds could be consolidated on the Chedoke site. 
The philosophy of rehabilitation services is also compatible with Chedoke’s vision of a sports 
complex for the disabled. As it has also been recommended that the chronic care services be further 
consolidated, then the 65 beds for the geriatric chronic care patients could be made available for 
rehabilitation. However, the Chedoke site requires capital redevelopment, thus discussion around the 
site is dependent on the facility assessments. 


Consolidation to one site provides the opportunity for more efficient use of staff and sharing of 
resources. The need to transfer patients from one site to another may be a disadvantage. 


There is also the possibility of situating a long-term care facility (LTCF) on the Chedoke site. The 
Ministry of Health has indicated that capital dollars are available for the development of 160 LTC 
beds on the Chedoke site. This facility might be appropniately co-located with a rehabilitation focused 
hospital. 

OUTSTANDING ISSUES 

If compatible with other Task Force recommendations, consideration should be given to consolidation 
of the 10 beds for Acquired Brain Injury services at the HPH with other rehabilitation beds. 
RECOMMENDATIONS FOR IMPROVED SERVICE COORDINATION 

It is recommended that: 

° A coordinating body be established for ongoing service delivery accountable to the Health 


Systems Board. This coordinating body would build on the current Regional Rehabilitation 
Program and its role would include: 


° identification of gaps in service 

° establishment of service standards 

° service coordination 

° establishment of a standardized regional rehabilitation data system 
. liaison with Central West and other planning bodies 

. collection of data relating to incidence and prevalence of disability 
° program planning 

. protocol development 

° coordination of service, education and research 
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. communication and education to the referring sources regarding the services available 


. the development of partnerships and linkages in the community which could result in the 
establishment of community preventative programs for the high risk elderly population 
° developing a plan to integrate rehabilitation services with other elements of the health 


care system 


The membership of the coordinating body will include: 


. consumers and caregivers 

° institutions/facilities including the Division of Physical Medicine and Rehabilitation 
. lead hospital 

. primary health care representative 

° community agencies 

. private sector providers as well as not-for-profit 

. self help groups 

. Faculty of Health Sciences representatives 

° Central West representatives 

° Chedoke Family and Child Centre representative 


The four Day Hospitals in Hamilton-Wentworth become active participants in the coordinating 
body and become an integral part of a comprehensive rehabilitation system. 


RATIONALE 


The Regional Rehabilitation Program, the Division of Physical Medicine and Rehabilitation and the 
individual hospitals are all involved in planning functions. It is recognized that through the 
identification of a lead hospital to take an administrative lead role, a new coordinating body must be 
established to integrate these planning functions. 


There is a need to develop a communication/liaison/coordination role between acute care services 
and rehabilitation services to ensure that potential patients are identified early and referred to 
rehabilitation in a timely and efficient manner. This is both an education and coordination issue. 


There are a wide variety of out-patient services. Duplication exists within the hospital sector and 
among services provided by the private clinics and the hospitals (eg. physiotherapy out-patient 
services). The restructuring process must address why hospitals are duplicating single discipline 
services that are also provided in private clinics. There are also gaps in service that must be 
addressed in the restructuring process such as in services for the elderly population and those 
individuals with multiple sclerosis. 
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Ontario Health Insurance Plan (OHIP) billings, as well as Workers’ Compensation Benefits (WCB) 
are paid according to the number of treatments. Therefore there is no incentive for the for-profit 
clinics to treat geriatric clients who may require a longer period of time for their individual treatment 
than younger, more capable, clients who requires less of the therapist’s time. 


The Chedoke Family and Child Centre is not currently considered part of the Regional Rehabilitation 
Program. Inclusion in the proposed committee will facilitate communication and may help to improve 
the transition process of individuals moving from child to adult programs. 


There is literature to support that rehabilitation is more successful when practised in specialized 
units.> ° ”* This is particularly true with complex rehabilitation. The reasons include better training 
of staff, greater dedication of professional staff, more coordination in the approach, earlier 
mobilization, more attention to preventive measures, and emphasis on patient and family education 
and involvement in care. Specialization also provides a better opportunity for research. 
Restructuring the rehabilitation system will provide an opportunity to develop further specialization. 


IMPLICATIONS FOR TEACHING AND RESEARCH: 


Consolidation of rehabilitation services to one site increases the opportunity for specialization and 
therefore provides opportunities to develop enhanced expertise and research. This consolidation also 
ensures the critical mass which is necessary for teaching and research. 


2 Gresham GE, Duncan PW, Stason WB et al. Post-Stroke Rehabilitation. U.S. Department of Health 
and Human Services, Public Health Services, Agency for Health Care Policy and Research. AHCPR 
Publications No. 95-0662. May 1995 


Garraway, W. M., Management of Acute Stroke in the Elderly: Preliminary results of a controlled 
trial, British Medical Journal, April 12, 1980. 


Strand, T., et al. A Non-Intensive Stroke Unit Reduces Functional Disability and the Need for Long- 
Term Hospitalization. Stroke, Vo. 16, No. 1, Jan.-Feb. 1985. 


Kennie, C.D. Effectiveness of Geriatric Rehabilitative Care after Fractures of the Proximal Femur in 
Elderly Women. A Randomized Clinical Trial. British Medical Journal, Vol. 297, Oct. 29, 1988. 


47 


CHAPTER 5 - 
LONG-TERM CARE FACILITIES 


DEFINITION OF LONG-TERM CARE 


Long-term care (LTC) refers to the broad range of personal care, support, residential and health 
services provided to people who have limitations that prevent them from participating independently 
in everyday activities. 


BRIEF DESCRIPTION OF LONG-TERM CARE FACILITIES 


Provincially, Hamilton-Wentworth ranks fifth from the bottom in the ratio of long-term care beds 
to the population. There are currently 18 facilities with a total of 2,477 beds (see Table 1), or a ratio 
of 98.2 beds per 1,000 residents over 75 years of age. Using more recent population projections for 
1996, the actual rate is in the range of 87 - 90 beds per 1,000 residents over 75 years of age. The 
overall provincial bed ratio stands at approximately 115.8 beds per 1,000 residents over 75 years of 
age. 


Twenty-five additional beds have been approved for Heritage Green Nursing Home. However, this 
increase may be offset by a loss of beds resulting from planned renovations to Wentworth Lodge. 
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FIGURE 1 


FUNDING FOR LTC SERVICES 


Support in Homes 


(defined as Homecare 


+ Supportive Housing) 


35.1% 


Ambulatory 


Services 


Support & 


Education 


Health Promotion 


LTC Facilities 


62.2% 


‘These figures are approximations, and are derived from the budget 
figures for LTC facilities, the Home Care Program, and the LTC 


Community Services Envelope 
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TABLE L y 


INVENTORY OF LTC BEDS 


FACILITY # of Beds: 


Hamilton 
Beacon Hill 
Townsview LCC (no smoking) 
Grace Villa (no smoking) 
Hamilton Convalescent Centre 
Idlewyld (women only) 
Macassa Lodge 
Parkview Nursing Centre 
Shalom 
St, Olgas LCC 
Victoria 
Wellington 


Dundas 
Blackadar’s 
St. Joseph’s Villa 
Wentworth Lodge 


Stoney Creek 
Stoney Creek LCC 


Clarion 
Heritage Green 
Pine Villa 


SOURCE: Ministry of Health (1995) 
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RECOMMENDATIONS FOR ENHANCED SERVICES & PROGRAMS 
He LTC Beds: 
It is recommended that: 


° The Health Action Task Force (HATF) plan for the provision of 428 additional long-term 
care beds in Hamilton-Wentworth, and that these beds be phased in as soon as possible. 


. The Long-Term Care Committee of the District Health Council, or the Health Systems Board, 
continually review the need for long-term care beds and monitor changes that may impact on 
the level of need in the community. 


° Committed capital funds from the Ministry of Health be used to develop a 160 bed LTC 
facility, possibly on the Chedoke site which may or may not be managed by Chedoke- 
McMaster Hospitals. 

° The LTC sector continually review the resources in the system, update bed needs, and review 


the need for specialized services and community supportive care. 


. Priority be given to operators or potential operators who can secure the needed resources. 
Also that, new long-term care beds be distributed equitably across the Hamilton-Wentworth 
Region so that under served areas will benefit. This would provide beds in the cities and 
towns where they are needed, close to home and close to visiting friends, relatives and other 
care providers. Consideration should also be given to addressing multi-cultural needs. 


RATIONALE: 


Because of the lack of long-term beds, many frail seniors awaiting LTC placement wait in hospital 
beds. There is a considerable cost factor involved when long-term care patients occupy acute care 
beds. For example, the Acute Care Working Group (ACWG) has conservatively estimated that about 
50% of acute hospital Alternative Level of Care (ALC) days relate to long-term care patients, (about 
20,000 days in 1994-95). The cost of an acute ALC care bed day is approximately $250. Five 
million was thus expended on ALC patients. If beds had been available in long term care facilities, 
only $1 million dollars would have been expended by the province ($1.7 million with co-payment). 
The saving would have been approximately $3.3 million. 
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More long-term care beds would be cost-effective and would increase accessibility to consumers 
including those who may be at risk in the community. For providers there would be an increase in 
resources for referral and this would allow better use of existing acute care services. In addition, 
depending on the staffing levels of hospital units with significant numbers of ALC patients, there may 
be a considerable financial penalty for having ALC patients occupy acute care beds as the per diem 
rates vary considerably. The community and the public would also benefit with better access, high 
quality and cost-effective care and related economic benefits. Overall, there would be more equitable 
access to provincial resources. 


The preferred method for estimating long term care facility bed requirements would be through an 
accommodation/waiting list survey, that included a valid methodology for assessment of patient care 
needs, such as the Resource Utilization Groups III formula (RUGs III). 


This approach is still recommended but not possible in the time frame of this study. In the absence 
of this methodology, the Continuing Care Working Group considered two options to estimate the 
need for long-term care beds: 1) the provincial average method, and 2) the needs-based approach 
using a locally derived rate of need. The results of applying both methods are presented in Table U. 
The formula assumes that the current rate of need is equivalent to all residents occupying a long-term 
care bed or actively waiting for accommodation, less the number of residents who can be cared for 
in the community if these resources were available. The Working Group estimated the need for long- 
term care beds based on information provided by Placement Coordination Services (PCS). PCS 
coordinates placement to long-term care facilities in Hamilton-Wentworth and also determines the 
appropriate level of care required, based on provincial criteria. As well, the Working Group 
determined, based on a recent survey of long-term care facilities, that there were 48 residents who 
could be accommodated in residential care, if such care were available.” 


As can be seen in Table U the provincial average method equates to an unrealistically high need which 
is neither required nor affordable. 


The Continuing Care Working Group found that Hamilton-Wentworth has a high proportion of 
elderly residents living alone in the community (29%). These elderly persons may be at a higher risk 
for long-term care placement. The Working Group however, did not alter the need for long-term 
care beds based on this assumption. 


Similarly, Hamilton-Wentworth is not considered under-funded for community support services based 
on a provincial equity calculation. Since no new funding is anticipated at this time, the rate of need 
for long-term care beds will remain unchanged. 


December 1995, Continuing CareWorking Group Survey of Long-Term Care Facilities 
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The Working Group also reviewed the case mix of residents of long-term care facilities using the 
Alberta Classification tool. Overall, residents of long-term care facilities in Hamilton-Wentworth 
exhibit higher levels of care, and these levels are increasing. This suggests that long-term care beds 
are used appropriately and that there is little excess capacity that would reduce the overall needs. 


The overall outcome is presented in Tables T and U. Data submitted by PCS represent the average 
waiting list over the past six months. The total need identified is 2,916 beds which equates to 428 
additional beds needed above the existing level. By 2001, the need will increase by 677 beds, based 
on maintaining the current rate of need (106.04 beds per 1,000 over 75). By the year 2011, the rate 
of growth of the 75+ age cohort slows with the low numbers of births in the depression era. 


It may be possible to reduce the need for long-term accommodation through health promotion and 


home support services. Similarly, alternate use of existing resources in the system (respite, palliative 
care) may alter the need for placement. 


COSTS: 


The Long-Term Care Area office estimates the capital and operating costs for new long-term care 
beds as follows: 


$100,000 for new bed construction (each bed)’ 
$50 per day provincial subsidy 
$35 per day resident co-payment 


'50% subsidized by government if non-profit 


On this basis, the costs to meet needs in 1996 are as follows: 


Capital: $42.8 million 
Operating: $7,811,000 (Provincial, Annually) 
Co-payment: $5,467,700 (Resident, Annually) 


The costs will have to increase to accommodate projected bed need in future years. 


$ 50% subsidized by government if non-profit 
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TABLE S 
FORMULA FOR ADJUSTING THE PCS WAITING LIST DATA 


Number of individuals on the PCS Waiting List (February 1996) 842 
ALC beds in acute care hospitals were eliminated (in 1994/95, 


13,243 ALC days, or 38 beds at 95% occupancy) = 


the Number of people on waiting list that are assessed as urgent 


(9) 


° the number of people on waiting list that are waiting in acute 


care facilities (70) 

° the number of people on waiting list that are waiting in chronic 
care facilities (26) 

° the number of beds which would be required if 90% of the 


Subtract the number of people already in Long-Term Care Facilities LS 
asking for transfers to another Long-Term Care Facility 
Subtract 25% of the number remaining on the waiting list that are not 141 


urgent, or in an acute or chronic care setting , as a proportion are 
awaiting placement to a preferred location that may not be available 


Subtract number of people on the waiting list who will be repatriated to | 25 
Halton Region 


TOTAL ADJUSTED WAITING LIST 501 


TABLE T 


FORMULA FOR CALCULATING LONG-TERM CARE BED NEEDS IN HAMILTON- 
WENTWORTH 


Current Number of Long-Term Care Facility Beds 2477 
Add the Adjusted Number from the PCS Waiting List (TABLE M) 


Subtract new beds already allocated to Hamilton-Wentworth but not yet 
in inventory 


Subtract the individuals currently in Long-Term Care Facilities who 48 
have been identified as being appropriate for residential care 


TOTAL NEED FOR LTCF BEDS IN 1995/96 2905 
CURRENT DEFICIT (UNMET NEED) 
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The Provincial Auditor concluded that the Ministry of Health lacks a systematic plan to determine 
where needs are greatest, and to rectify the wide variations in bed supply that contribute to long 
waiting lists, and inappropriate placement in the community or in acute care hospitals. 


The projected rate of need for Long-Term Care Facility (LTCF) beds in 1996 is 106.04 beds per 
1,000 over 75. Using this rate on the population projections provided by the Regional Municipality 
of Hamilton-Wentworth Planning Department leads to the following estimates. 


TABLE U 


PROJECTIONS FOR NEEDS FOR LTC BEDS - YEARS 1996 - 2021 USING THE 
WORKING GROUP FORMULA AND COMPARING THE PROVINCIAL AVERAGE 
APPROACH 


PROJECTIONS BASED ON _| PROJECTIONS BASED ON VARIANCE 

FORMULA IN TABLE N ACHIEVING PARITY WITH BETWEEN OUR 

(106.04 beds per 1,000 THE PROVINCIAL FORMULA AND 

OVER 75+) AVERAGE?’ (115.8 beds per PROVINCIAL 
1,000 over 75+) AVERAGE 


1996 2905 


2001 3582 
2006 4044 
2011 4306 


2016 4415 
2021 4701 


Provincial Average provided by the Ministry of Health 


ea ) 


OUTSTANDING ISSUES: 


According to the Provincial Auditor’s Annual Report®, Ontario’s average bed ratio is low compared 
to the Canadian average. However, the Ministry of Health has not indicated what it considers to be 
the most appropriate level of long-term care beds at this time. This target, when it becomes available, 
will include a provision for the impact of long-term care reform on the need for long-term care beds. 
These targets will likely be available in 1996/97. In the interim, the Ministry has indicated it will act 
to reduce discrepancies in the distribution of LTC beds across the Province. Hamilton-Wentworth 
is well below the provincial average of 45 beds per 1,000 people over the age of 65 (35 - 36 beds per 
1,000 over 65), but re-distribution will only occur when areas of over-supply sell beds to operators 
in areas of under-supply. 


The Ministry of Health has “frozen” the number of LTC beds for at least 2 years. This is 
unacceptable given the need and the inefficiencies it creates in the health care system. Every effort 
must be made now for immediate approvals for new beds. If Hamilton-Wentworth’s only recourse 
is to purchase existing bed licenses, this would cost about $20,000 per bed. 


The Province has now mandated that the Resource Utilization Groups (RUG II) patient classification 
system be implemented by April 1, 1996 in chronic care facilities. This system may be modified for 
the long-term care sector. When this occurs, there will be a standardized tool to determine the need 
for long-term care resources and programming related to both chronic and long-term care sectors. 
This will also provide a good basis for teaching and research. 


An additional 428 LTC beds would have a major impact on the Hamilton-Wentworth system. On 
the one hand, access will be improved and lower cost accommodation will be available. On the other 
hand, additional LTC beds may result in lower occupancy rates in some facilities. There is, however, 
anecdotal evidence that many more patients in chronic care facilities can be appropriately 
accommodated in long-term care facilities. The working group believes that loss of beds as a result 
of restructuring in the acute sector would result in a greater need for LTC beds. This impact could 
be ascertained through an accommodation study using the RUG’s III methodology. 


3 Office of the Provincial Auditor, 1995 Annual Report - Accountability, Accounting, Value for Money 
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2. SHORT STAY BEDS 
BRIEF DESCRIPTION OF SHORT STAY BEDS 


Short stay beds in long-term care facilities are identified as those beds that a person may be admitted 
to for a period of 1 to 6 weeks. The use of a short stay bed must be considered as flexible in nature, 
and to be used in a variety of circumstances. Examples of some of these circumstances are listed 
below: 


. respite (planned or urgent) 
° convalescent period following surgery (may be planned prior to surgery) 
° strength and confidence building after any hospital stay 


In 1993 St. Joseph's Hospital initiated a supportive care program in partnership with St. Joseph's 
Villa. To date 23 patients have been admitted to the two supportive beds at the Villa. A cost analysis 
has not been conducted. The staff involved describe the outcome as “outstanding” as the majority of 
patients have returned to their homes with increased confidence and stamina and do not require 
Home Care services. From this experience it was identified that short stay beds in a LTC facility 
would also be beneficial on a planned basis for elective orthopaedic surgical admissions. An ideal 
candidate would be an elderly person admitted for a knee or hip replacement. 


In the spring of 1995 St. Peter's Hospital together with the Hamilton hospitals took a "snap shot" of 
the potential need for short stay beds on three different days, at two week intervals. This study 
indicated that on average there are 31 patients in acute care hospital beds who are potential 
candidates for short stay beds in LTC facilities. 


The Quick Response Service is a program designed to prevent unnecessary use of emergency 
departments and unnecessary admission of individuals to acute care hospitals for medical reasons. 
The Quick Response Service admits those who require health and personal support and professional 
services if care and services are not available in their homes. Ina nine month period, 42 clients were 
admitted to Central Park Lodge for short stay purposes and were not admitted to an acute care 
hospital. 


RECOMMENDATIONS FOR SHORT STAY BEDS 
It is recommended that: 
° 19 beds in LTC facilities be used for respite care and that they continue to be accessed through 


the PCS or CCAC. The proportion of these beds that are partially subsidized should be 
increased. 


a 


8 short stay beds be designated throughout LTC facilities in Hamilton-Wentworth, and that 
these beds be available to acute care hospitals to discharge patients as required. These beds 
could also be accessed through the PCS or CCAC. Short stay beds should be established for 
a two year trial period. 


that the hospital be responsible for discharge and continue to provide this service in the LTC 
facility, in order to ensure adequate flow through the system.. 


the beds allocated for short stay purposes be subsidized to avoid funding disincentives 


the LTC Area Office be responsible for the allocation of short stay beds in facilities through 
a local planning process. 


the LTC Area Office evaluate the effectiveness of the use of the short stay beds after a two 
year trial period. 


the LTC Area Office develop an implementation plan which may include but not be limited 
to: 


. developing the necessary partnerships with the university, home care, and the acute 
care hospitals 
° working with the university to develop the research project 
. determining which LTC facilities will be identified for short stay beds 
. developing criteria for admission 
° developing educational material to be available to all sectors of the community 
. developing educational plans for the designated LTC facilities 
. ensuring a proper discharge planning process 
° ensuring adequate provision of physiotherapy services 
RATIONALE: 


There are currently 21 short stay beds for older persons in LTC facilities in Hamilton-Wentworth. 
Nineteen of these are used for respite while two are used for supportive care. PCS indicates that 
under the current funding system for respite beds, the 19 beds used for this purpose are an 
appropriate number. 


It has been identified that there are a wide variety of individuals in acute care hospitals who could 
benefit from a 1 to 6 week stay in a LTC facility. This includes those who do not function well 
enough to be discharged to their home following an acute care hospital episode, as well as those who 
may be admitted inappropriately through the emergency department. The availability of short stay 
beds has the potential of reducing the need for ALC beds in acute care hospitals. 
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The Quick Response Service’s use of beds at Central Park Lodge and the use of supportive beds at 
St. Joseph's Villa have been noted for their success. 


In 1994/95 there were 196 patients using 4284 ALC patient days while awaiting discharge from an 
acute care hospital. The Metropolitan Toronto Hospital Restructuring Project developed a 
methodology that assumes that 75% or 147 of those patients required a short stay bed, for a total of 
3213 patient days. Assuming a 95% occupancy rate, 8 short stay beds would have been required. 


Throughout the long term care reform consultations, consumers frequently identified the need to 
increase the availability of respite care. 


The LTC Committee identified that short stay beds in LTC facilities introduce an emphasis on 
wellness which may have a beneficial effect on the LTC facility and the residents. 


The LTC Committee members felt that short stay beds should be distributed throughout the 
community for easy access to clients. 


OUTSTANDING ISSUES: 


Currently there are 21 short stay beds in Hamilton-Wentworth. St. Joseph's Villa has 8 of these beds, 
2 of which are used for supportive care. The beds at St. Joseph's Villa are subsidized and the client 
is charged $27.00 a day for the short stay bed. St. Joseph’s Hospital reports that some patients who 
could use the program refuse because they are unable to pay. 


Aggressive discharge planning is required to ensure that patients are discharged back to the home 
environment, and that the short stay beds remain available to receive patients from the acute care 
hospital. 


The remaining beds are located in 5 other LTC facilities and are unlicensed as short stay beds. Thus 
the charge to the client ranges from $60.00 to over $100.00. 


If short stay beds are to be used to reduce the hospital length of stay for such procedures as hip and 
knee replacements, then services must be well planned and coordinated between the acute care 


services and the LTC facility. 


As the short stay beds will be flexible in nature, individual clients will require different levels of care. 
Some will require more rehabilitation than others. 


Resources in the form of physiotherapy and adjuvant care may not be available in the LTC facilities. 
Extra services may be required. 


Professional development and training will be required of the LTC facility staff as the focus of care 
is now to return the client to the community. 
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3: DEVELOPMENT OF A CONTINUUM OF SERVICES FOR 
AGGRESSIVE RESIDENTS IN LTC FACILITIES 


RECOMMENDATIONS: 
It is recommended that: 


° support be provided to the staff of LTC facilities and other service providers in terms of basic 
and continuing education, consultation and follow-up related to the care of residents 
manifesting aggressive behaviour. 


. St. Peter's Hospital establish an urgent psycho-geriatric short stay program of 6 beds within 
the existing behavioural management unit, to enhance the capacity of existing services to 
provide crisis assessment and treatment services for acutely disturbed and aggressive psycho- 
geriatric patients. This unit would be structured to receive referrals from the community, 
LTC facilities, geriatric and emergency psychiatric services and it would provide assessment, 
treatment, patient care planning and provision for ongoing care and follow-up services by a 
multi-disciplinary team. 


. A number of LTC facilities be funded to provide a total of 75 beds in 5 separate (15-bed) 
units of care for individuals who require the ongoing management of aggressive behaviour. 

RATIONALE: 

(a) Education and Consultation 

The need for the development of a continuum of services for aggressive residents in LTC facilities 

derives from the fact that the population is aging and an increasing proportion of the elderly 

population will develop Alzheimers Disease or other dementias. 

LTC facilities are being asked to admit increasing numbers of individuals exhibiting aggressive, 

hostile, and violent behaviour. These people are under 65 years of age as well as older, and are often 

crisis admissions from the community. 

There may be different explanations for their behaviour, but usually there is some degree of cognitive 


impairment or dementia involved. The proportion of patients with dementia in long-term care units 
is approaching 60 %. 
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These aggressive individuals are a threat to themselves, the other residents of the facility and the staff. 
It is acknowledged that they may be appropriately accommodated in a LTC facility but only after they 
have been assessed, treated and stabilized in a setting with the required staff and services. These 
people may require one-to-one nursing care to ensure their own safety and that of the other residents 
and staff in the facility. 


In order to care for these individuals appropriately, health workers need to be properly trained. In 
addition to their basic education, health workers require specific orientation to the care of these 
individuals in acute care, chronic and long-term care environments. They also need continuing 
education. The responsibility for health worker education, orientation and staff development is shared 
by the learner/employee, the colleges and universities, the employers, the institutions and 
organizations with expertise in the care of these individuals (e.g., Hamilton Psychiatric Hospital, St. 
Peter's Hospital, the Specialized Health Care for the Elderly Regional Program, and the Educational 
Centre for Aging and Health). 


(b) Urgent Assessment and Stabilization Unit 


A December 1995 survey of long-term care facilities indicates that a problem exists in having 
residents assessed in a timely fashion. The outcome is generally less than satisfactory. After a 
resident is referred to the Emergency Psychiatry Team (EPT), for example, the availability of short 
term placement is problematic. There is a need for a specialized back-up service for LTC facilities. 


There are no specialized units for short-term behaviour management in long-term care facilities or 
in the psychiatric and chronic care facilities in Hamilton-Wentworth. Most of these services have 
evolved into long-term care units (e.g. Hamilton Psychiatric Hospital (HPH)). 


Key informants have also identified a reluctance among the acute care hospitals, EPT and Geriatric 
Assessment Unit (GAU) to admit patients with severe behavioural problems. 


The cornerstone of effective care is the assessment process. At this early stage medical problems are 
. sorted out, a diagnosis made and treatment plans discussed. This can occur in the patient's home, 
outpatient facilities, geriatric units, medical beds, or in the emergency department. 


Medical disorders can often be the cause of behavioural problems. Therefore it is essential to identify 
whether any acute pathology is contributing to the resident's aggressive behaviour (e.g., cerebral 
vascular accident or acute infection). Some problems, such as organic brain syndrome, can contribute 
to the need for ongoing behavioural management services in long term care facilities or chronic care 
facilities. Presently the GAU and the Chedoke Psychogeriatric Outreach Team are not equipped to 
care for the resident with severe behavioural problems. A short-term behavioural management unit 
could stabilize the patient's behaviour, carry out prescribed medical treatment, and develop a patient 
care plan for eventual discharge back to the community or a lower level of care. Chronic care 
hospitals can provide the necessary level of expertise and medical back-up for these groups of 
patients. 
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EPT could also function as a point of entry to the short term behavioural unit at St. Peter's Hospital. 
Access to the unit could also occur through referrals from family physicians, the Psychogeriatric 
Outreach Team, or the GAU. 


St. Peter's Hospital can play a leadership role to support psycho-geriatric professionals and long-term 
care facilities for transitional care for severely impaired individuals. St. Peter's Hospital has indicated 
an interest in establishing a short-term unit for severe behavioural emergencies. 


The availability of an urgent short stay psycho-geriatric unit at St. Peter's Hospital would improve 
‘flow through’ within the existing behavioural unit (South Wing). Many of these patients can be 
discharged back to long-term care facilities that can provide a supportive environment for patients 
with behavioural problems. The availability of a short stay unit at St. Peter's Hospital would also 
relieve pressure on the GAU at Chedoke. This would provide better ‘flow through’ for the existing 
GAU assessment beds. 


Costs: 


St. Peter's Hospital has estimated the cost of care to be $305 per patient day. This rate is over and 
above the current per diem rate of $240.00. Based on an estimated bed compliment of 6 beds, the 
annual operating costs would be $667,950. 


This figure does not include capital renovation to St. Peter's South Wing which is assumed will 
accommodate this short-term unit ($45,000). 


Number Of Beds: 


The survey of LTC facilities revealed that, in 1995, about 100 aggressive residents required access 
to short-stay crisis admissions to acute care, mental health and chronic care beds for severely impaired 
individuals. Assuming a stay of 4 - 8 weeks (short-term) for treatment and care planning, the bed 
needs would equate to 6 beds, at 100 % occupancy. One or two beds would be set aside to accept 
referrals on short notice to respond to urgent needs in the community. The program would be 
provided within some of the existing 80 long-term behavioural management beds in the South Wing 
of St. Peter's Hospital. 


The unit will be staffed by a multidisciplinary team that will be accessible 24-hours, including 
telephone triage and advice to long-term care facilities. Referrals would be accepted from the 
community, LTC facilities, the Psycho-Geriatric Team, the GAU, and EPT at St. Joseph's Hospital. 
Members of the interdisciplinary team would include a nurse practitioner, a psychiatrist, a geriatrician, 
a psychologist and rehabilitation specialists. 
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The initial assessment by the nurse practitioner would be followed by a team conference for patient 
care and discharge planning. The desired outcome is the stabilization of the individual's behaviour 
prior to discharge to an appropriate location in the community. Options for discharge would be the 
resident's home, a LTC facility, or St. Peter's Hospital longer term behavioural units. Education 
would be provided to the receiving staff regarding the implementation of the care plan. Telephone 
support, site visits, and provision for short-term re-admission would be available if required. 


Implementation: 


The unit and the referral protocols could be implemented through an interdisciplinary, multi-agency 
committee. It would need to involve PCS or the new Community Care Access Centres (CCAC), the 
Hamilton-Wentworth Home Care Program, LTC facilities, EPT, Psycho-Geriatric Team, GAU, and 
other agencies as required. 


The RUGS III patient classification tool which has been mandated for April 1, 1996 for chronic care, 
includes behavioural and cognitive risk factors as part of the assessment tool. This could provide 
better information as to the incidence of behavioural problems, treatment approaches, and the need 
for research, evaluation and teaching. 


(c) Specialty Units In LTC Facilities: 


For those persons requiring ongoing management of aggressive behaviour, the LTC facilities need 
a separate environment where residents can be cared for safely and effectively. These separate units 
are not needed in every facility. 


These units should be secure with appropriately designed physical space. Residents may reside in 
these units for short to long periods (months to years) depending on their behaviour. The units will 
need to be organized so that the elderly but aggressive residents are cared for in separate units from 
the younger, and stronger, aggressive residents. 


The LTC facilities do not have sufficient numbers of adequately prepared staff to care for these 
people. These units will require higher complements of staff than the current 1.8 to 2.26 hours of care 
per resident per day available in the different types of LTC facilities. The staff would require special 
preparation and orientation. 


Number Of Beds Needed: 


A preliminary estimate indicates that Hamilton-Wentworth needs five 15-bed units to accommodate 
80 to 100 residents. This is based on the responses of the 18 LTC facilities surveyed in December, 
1995. These facilities have identified about 130 aggressive residents over the past twelve months 
who would have been better cared for in a separate unit. 
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These units should be developed in five different LTC facilities in order that this resource is available 
throughout the Region. In addition, the specially trained staff of these units will serve as a resource 
to each of their facilities. 


The following costs have been estimated on the basis of certain assumptions: 


Unit size of 15 beds. 

Units for aggressive residents over 65 separate from units for strong, aggressive residents 
under 65. 

Providing quality care to these residents will require staff with special education and 
orientation, a higher complement of staff than regular units, and a reserve budget for one on 
one nursing care as needed 

Units will require a mix of nursing, recreation and social work staff; RN staff could be shared 
with other units in the facility. 

Units would be located within existing facilities throughout Hamilton-Wentworth to ensure 
the equitable distribution of resources and skilled staff. 


COSTS: 


The additional costs for these units relate to their higher staffing ratios, the education budgets 
necessary for orientation and staff training, and the reserve budgets required for the provision of one 
on one nursing care as indicated. 


Ly 
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Education and orientation - $5,000 per unit per year 


This estimate includes some provision for staff time. Regional and collaborative approaches 
might reduce this amount. 


Reserve budget for one on one nursing - $22,500 per unit per year 


This is based on 150 shifts (50 days) of Health Care Aide (HCA) hours using the top level of 
the Wentworth Lodge HCA salary scale including benefits at 22%. 


By 24 Hour Staffing 


Staff Function # of Required/wk Cost per Staff 
hours Person/year 
Registered Nurse $71,000 


Registered Practical aes) $144,000 
Nurse 


Health Care Aides $274,000 
Recreationist 1] FTE $47,200 


Social Worker 0.5 FTE $27,000 
TOTAL [eieheatich a cla $563,200 


Total Costs/Unit/Y ear 


Education $ 5,000 
1:1 Nursing Hours 22,500 
Staffing 563,200 
Total $590,700 or $108 per resident day 


The total cost for 5 units would be $2,953,550 per year. 


The development of these units would best be implemented through a collaborative process involving 
the LTC facilities, the LTC Area Office, the PCS or CACC and the Hamilton-Wentworth District 
Health Council. Other community partners would be involved as desired and required, such as the 
Specialized Health Care for the Elderly Regional Program, the Regional ABI Program and the 
Hamilton Psychiatric Hospital. 
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IMPLICATIONS FOR TEACHING AND RESEARCH: 


The ongoing orientation and education of staff to care for these residents is a critical component of 
this recommendation. The current research and development of patient/resident classification systems 
for chronic care and long-term care is essential for the evaluation of care requirements and the 
determination of workloads. 


It has been suggested that evidence is needed as to the most effective physical environment for the 
care of these residents. Before units are developed in any new facilities it would be helpful to conduct 
a study evaluating the effectiveness of dormitory versus private room space. Existing facilities in 
Hamilton-Wentworth have these alternative care environments now. 


The care of aggressive residents in LTC facilities is made more challenging by the presence of other 
elderly residents who manifest persistent behaviours such as screaming and banging which serve as 
irritants and trigger aggressive outbursts. There is a need for research and staff education on the 
causes of these behaviours and their effective management. 


RECOMMENDATION FOR IMPROVED SERVICE COORDINATION: 
It is recommended that: 


. the current Specialized Health Care for the Elderly Regional Program together with 
the Regional Psychiatry Program review the existing psycho-geriatric service referral 
network available for rapid assessment, treatment and accommodation for LTC 
facility residents exhibiting aggressive behaviour with the goal of establishing an 
integrated and responsive network of services for these individuals. 


RATIONALE: 


In addition to being cared for by educated, skilled and caring health workers, elderly persons with 
psychiatric and behavioural problems need to be assessed and treated in a timely manner. Currently, 
there are a number of providers of acute emergency psycho-geriatric services in Hamilton- 
Wentworth. In addition to adult emergency and psychiatric services available at the four hospital- 
based emergency units, psycho-geriatric services are located at St. Joseph's Hospital (including the 
Emergency Psychiatric Team - EPT), at Chedoke-McMaster Hospital (Geriatric Assessment Unit and 
Psycho-geriatrics), at St. Peter's Hospital (the behavioural units) and the Hamilton Psychiatric 
Hospital (HPH). These agencies appear to have complementary roles but the referral system does not 
function in an integrated and responsive manner. 
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CHAPTER 6 - HOME CARE AND 
LTC COMMUNITY SERVICES 


BRIEF DESCRIPTION OF THE LTC COMMUNITY SERVICES SYSTEM 


Long-term care (LTC) community-based services include a wide spectrum of community support 
services, homemaking services, personal support services, and professional services as well as facility 
care. LTC facilities have been discussed in a previous section. 


The Hamilton-Wentworth Home Care Program commissions the vast majority of LTC homemaking, 
personal support and professional services in homes, places of work, schools and the community. 
Some of these services are currently provided directly by the Home Care Program, other are 
purchased from private and not-for-profit agencies. 


The Hamilton-Wentworth Home Care Program operates within legislation and policy guidelines 
established by the province. It is funded by the Ministry of Health, and is currently administered by 
the Victorian Order of Nurses. Services include nursing, homemaking and a full range of therapeutic 
services as well as medical supplies and equipment. Home Care services provide care for people who 
would otherwise be in hospital or long term care facilities, for frail elderly persons, and for those of 
all ages with chronic and continuing disabilities. 


Over the past five years, admission and caseload levels have more than doubled. As of March 1995, 
with the proclamation of the Long-Term Care Act, there was a fundamental change in the province’s 
approach to funding Home Care. As a result of these changes, Home Care Program services are no 
longer considered an insured service, to which there is “entitlement” based on medical/physician 
referral, but rather a “capped” service which must be accommodated within a finite number of dollars. 


In January 1996, the Ministry of Health announced that Community Care Access Centres (CCAC’s) 
will be created to improve access to and coordinate services for the elderly, persons with disabilities, 
caregivers and children with special needs. Specifically these CCAC’s will: 


° determine eligibility for services such as visiting nursing, homemaking and therapy services 

° determine eligibility for placement in a long term care facility 

° provide information about other community services not funded by the CCAC, such as adult 
day programs, home help, counselling, and volunteer programs 

° arrange for services by matching client needs to service 

° arrange for placement in a long term care facility, based on client choice/preference 

° fund the “in home service delivery system” through contracts or purchased service 
agreements 

° manage the service levels and funding for home care services 
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Service access and assessment will be provided by the CCAC, who will then contract with not-for- 
profit and commercial agencies to provide the services for eligible individuals. This will occur 
through a competitive tendering process which will be regular and ongoing and based on policy 
guidelines stressing “the highest quality for the best price”. 


These CCAC’s will be incorporated as independent community organizations with charitable status. 
The first board will be appointed by the Ministry of Health and subsequent board members will be 
elected from the membership of the CCAC. It is anticipated that a new board will be in place by June 
1996. There will be one CCAC for the Region of Hamilton-Wentworth. 


The functions to be performed by the CCAC are those that have been provided by the Victorian 
Order of Nurses (VON), through its Home Care Program and Placement Coordination Service. The 
Von will therefore be required to transfer these functions, and the staff involved, to the CCAC. 


In addition to the LTC facilities and the Home Care Program, there are almost fifty health and social 
service agencies funded by the Ministry of Health (Appendix D). Many of these agencies offer more 
than one service and some provide as many as eight to ten different LTC services. The goal of LTC 
reform is the eventual integration and coordination of these services into an accessible, responsive 
system that will promote health and well-being and enhance the quality of life of LTC consumers and 
caregivers. 


Some services are delivered in the homes of individuals who cannot get out and need assistance with 
the activities of daily living such as grocery shopping, meal preparation and home maintenance. Other 
services are offered in the community for those able to participate in adult day programs and wheels- 
to-meals. Access to services in the community depends upon the volunteer-assisted transportation 
services and DARTS. 

It is important to acknowledge that there are many other agencies and services provided to LTC 
consumers and caregivers in Hamilton-Wentworth. These services are not funded by the Ministry of 
Health but are significant contributors to the well-being and quality of life of seniors and individuals 
with disabilities in this community. 

1. HOME CARE PROGRAM 

RECOMMENDATIONS FOR ENHANCED SERVICES & PROGRAMS 


It is recommended that: 


. the changes being recommended in the acute care sector be reviewed for their impact 
on the Home Care Program, including assessing the need for enhanced resources. 


° the Home Care Program provide an extra 1.25 FTE speech language pathologist 


68 


. that the Home Care program provide an extra 2.62 FTE occupational therapists 


° funding for Home Care Services be based on evidence-based practice standards, 
service protocols and appropriate standards for waiting list management 


° the Ministry of Health be asked to support the development of these evidence-based 
practice standards 


RATIONALE: 


Service requirements for Home Care rise when hospitals change their practices, and other service 
providers shift their service mandates. If patients have shorter lengths of stay in the hospitals, they 
are more likely to require some clinical and/or homemaking supports in their homes. As well, a 
diversion of inpatient to outpatient services in the hospitals may require more in-home supports. 


In the absence of provincial benchmarks and standards, it has not been possible to assess the delivery 
and cost effectiveness of the Home Care Program service. Compared to similar communities, it uses 
resources in a similar fashion. As well, the local Home Care Program has done a case-by-case review 
and developed a myriad of strategies to reduce costs.’ 


Speech Language: 


As of January 19, 1996 there were 12 people on the adult waiting list for speech pathology services, 
10 of which had been on the list for over a month. There were 50 children on the waiting list, with 
the longest wait being since June 8, 1995. As well, the shortage of community based services was 
raised in a number of community settings. The Department of Public Health Services has recently 
eliminated their speech language services, and the speech language services provided by the Boards 
of Education are also vulnerable in this fiscal environment. These factors could cause the waiting 
lists, especially for children, to grow. 


As well, Home Care does not currently provide speech language services to certain populations, 
which include: 


. the developmentally disabled, 

° caregivers to Alzheimers patients, (who would benefit from communication training to 
relieve caregiver stress and enable the patient to stay in the community longer) 

. clients in long-term care facilities (only swallow assessments are provided) where there is a 
high incidence of communication disorders, and “group therapy” would be feasible. 

° the hearing impaired (there is no audiologist on staff). 


Communication with Betty Muggah, January 1996 
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The Home Care Program would like to use the standard of a 3 month waiting period for school 
referrals, and 4 - 6 weeks for adults. 


To bring the waiting list down to the above mentioned levels would take approximately 1.25 FTE, 
at a cost of approximately $66,011. To provide enhanced service using a wellness model would cost 
more. 


Occupational Therapy: 


As of January 19, 1996, there were 268 clients on the adult waiting lists for occupational therapy, and 
84 children. Some of these individuals have been on the waiting list since before September 1995. 
The Home Care Program would like to use the standard of seeing adults within 6 weeks, and children 
within three months because of the potential impact on learning and education. 


To bring the waiting list down to the above mentioned levels would take 2.62 FTE at a cost of 
$138,358. To provide enhanced service using a wellness model would cost more. 


OUTSTANDING ISSUES: 

Some of the recommendations from other working groups may also impact on the need for home care 
services, such as the recommended increase in long term care facility beds, the short-term crisis units, 
and the changes in the rehabilitation sector. 


RECOMMENDATIONS TO IMPROVE SERVICE COORDINATION 


It is recommended that: 


the DHC support the integrated service model for delivery of LTC community health and 
support services developed by the Coalition of Community Health & Support Services. 


. the new Community Care Access Centres require integrated delivery of services and support 
enhanced communication among providers in their Requests for Proposals. 


° care management be the responsibility of the service teams. 


. the Coalition work towards integrating these service teams with the rest of the health care 
system, including primary care, acute care, and such health care professionals as family 
practitioners, physiotherapists, chiropractors, pharmacists, public health nurses, and social 
workers. 


. service providers maintain regional specialty teams where a neighbourhood focus would not 


be of sufficient size to provide quality care. These specialities would include palliative care, 
acquired brain injury and renal dialysis 
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. the linkages among Home Care and the hospitals, the community agencies, and the primary 
care sector be monitored on an ongoing basis by the Health Systems Board 


RATIONALE: 


The Coalition of Community Health & Support Services (Coalition) tested a pilot project (the E-8 
project) of an interservice team in the east end of Hamilton. The project consisted of developing a 
team among disparate service providers and developing mechanisms to enhance communication 
between and among service providers and clients. This experience showed the participants that it 
is possible to increase consumer and provider satisfaction and save money with integrated care 
delivery. It also streamlined assessments, eliminated duplication, and led to a degree of role blending. 


Some services are not appropriately delivered on a neighbourhood basis, as they require specialized 
skills and have small caseloads. These are more appropriately organized regionally to ensure a 
resource of sufficient size to function effectively and efficiently. 


Concern has been expressed by the VON that the CCAC will not ensure an integrated system of care 
and services for consumers because service access and assessment are separated from service 
delivery. As well, paid and volunteer services are arranged and organized separately. Fragmentation 
will therefore continue. 


There is also a concern that the competitive tendering process for services may result in minimizing 
collaborative and innovative developments such as the Interservice Team, as well as causing wage 
and benefit decreases among a largely female workforce. 


Potential Cost Savings 
It is estimated that this service delivery model would save $5,205,000. There would, however, be a 


cost of $400,000 for the training, management and development of information systems which 
would be required. 


’ This is based on the proposal developed by the Coalition.’ 


IMPLICATIONS FOR TEACHING & RESEARCH 


The interservice teams are a highly effective approach to providing a teaching environment for a range 
of health professionals, as they teach multi-disciplinary teamwork through practice and allow for 
population-based research. 


The Coalition of Community Health and Support Services in Hamilton-Wentworth, Proposal to the 
Ministry of Health for an Integrated Model for the Delivery of Home Care, Placement Coordination 
and Community Support Services in Hamilton-Wentworth, December 1995 
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2: THE QUICK RESPONSE SERVICE (QRS) 
BRIEF DESCRIPTION’ 


The QRS is a set of procedures for a certain set of patients rather than a team devoted exclusively 
to a certain set of patients. It allows for immediate access to Home Care Services, as well as 
providing eligibility for enhanced and more flexible homemaking hours. The Service also has access 
to 3 respite beds in a second-level lodging home, for up to 5 nights per person. The QRS was 
implemented on Feb. 14, 1995. Services are available from 8:30 a.m. - 10 p.m. , 7 days a week. 


The goals of the QRS are to: 


° prevent unnecessary hospital admissions 
° prevent unnecessary use of hospital emergency departments 


Its’ objectives are: 


° provide prompt assessment and initiation of personal support and professional services in the 
home; 

° stabilize the individual’s health; 

° reduce the trauma and stress associated with the transfer of “care-dependent” individuals from 
their family home and supportive environment; 

° enable the individual and caregiver to deal with the crisis, within the home environment, that 
precipitated the Emergency Room visit; 

° restore the environmental support network to enhance the individual’s and caregiver’s 
capacity for continued living at home; 

° improve and maintain the quality of five of individuals and their caregivers by providing 
timely and necessary interventions and care in their home environment; 

° reduce the individual’s and caregivers dependence on the Emergency Departments 


The target population is seniors, and the criteria for service are: 


. fall or fracture with non-surgical intervention 

. acute or chronic medical conditions wherein community services prevent or avert 
hospitalization 

. caregiver absence or stress 


Hamilton-Wentworth Quick Response Service Project Report, September 30, 1995 
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RECOMMENDATIONS FOR ENHANCED SERVICES & PROGRAMS 
It is recommended that: 
° the QRS referral structure be integrated into the regular Home Care Program, while 
maintaining the enhanced client services budget from the QRS pilot which relates to 


enhanced homemaking 


° the capacity for immediate referral and flexibility of service be integrated into Home 
Care policies 


° the Home Care Program continue to focus on the education of Emergency Room 
staff and Faculty of Health Sciences students about the Home Care Program and its 
policies 

. in order to facilitate patient referrals to the community, the Hospitals have social 


workers available in the Emergency Departments from 8 am to 10 pm on weekdays, 
and from 10 am to 10 pm on weekends 


° in order to prevent inappropriate hospitalization, three respite/enhanced care beds be 
supported for use by the Home Care Program 


RATIONALE: 


A number of the stakeholders in the system complained about the length of time required to fill out 
the QRS referral, while others indicated that the existing Home Care Program could address the 
needs of the QRS client. As well, a number of health professionals had a lack of knowledge about 
Home Care and/or QRS. It would be simpler to educate them on available services if there was only 
one referral structure to access those services. There was unanimous support for the actual services 
being delivered. 


Social workers are the staff in hospitals who liaise most closely with community support agencies. 
They are most familiar with the services available and were the group most able to integrate the 
assessment process into their ongoing work. 


Research indicates that all of the stakeholders in the system found the respite beds to be an important 
resource. This issue of fast accessibility to short stay beds has arisen in a number of other areas as 
well. A portion of the QRS patients present at the Emergency Departments because of caregiver 
stress and /or illness. A number of them live alone without adequate caregiver support. The option 
of respite beds is the only option short of hospitalization that is acceptable or feasible for a number 
of these patients. 
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COSTS 
$70,000 for enhanced clinical services (annualized from existing expenditures) 


Approximately $622,700 to supply social workers for the 4 emergency rooms and 2 urgent care 
centres on an annual basis. 


Approximately $45,000/yr for the respite beds at full occupancy at an average cost of $41.25/night. 
OUTSTANDING ISSUES: 


The QRS process required extensive education of Emergency Department staff and other health care 
professionals 


Elderly patients present at the Emergency Department as diagnostic difficulties. As well, they often 
have multiple system problems 


A number of factors affect the decision to hospitalize elderly patients, including: 


. the ability of family members to provide support 

° the patient’s ability to adhere to an outpatient plan of care 

° the severity of the medical condition 

. the health care provider’s lack of consideration of community care or inadequate 
knowledge of community resources 

° the ability of community supports to respond to the patients need in an adequate and 


timely fashion 


Informal caregivers already provide approximately 80% of long-term care . How feasible is increased 
pressure? 


2S: SERVICES FOR PERSONS WITH PHYSICAL DISABILITIES 


RECOMMENDATIONS FOR ENHANCED COORDINATION 


In order to develop a comprehensive system of services for persons with physical disabilities, it is 
recommended that: 


. a coordinating body be established, accountable to the Health Services Board, to 


coordinate the planning, implementation and evaluation of a continuum of services 
for persons with physical disabilities. 
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RATIONALE: 


the functions of the coordinating body would include: 


° identification of gaps in service 

. operational planning 

. clinical protocol development 

. service coordination 

. development of service standards and other mechanisms of quality control 
. development of minimal data sets and other aspects of information systems 
. coordination of education and research 

° Central West planning when appropriate 

° liaison with other planning bodies 


participation in this particular mechanism be broad and inclusive of consumers and 
providers, and the provider representatives be balanced in terms of health and 
community support services, and would include: 


. consumers 
° caregivers 

° institutions and facilities 

. lead hospitals if identified 

° health and community support agencies 

° private sector providers as well as not-for-profit providers 
° self-help groups 

° Faculty of Health Science representatives 

° Central West representatives 


the accountability of the mechanism would be to: 


° the citizens of Hamilton-Wentworth 
° the Hamilton-Wentworth Health Services Board 


a neutral organization such as the DHC assume the leadership/chair role. 


sufficient resources be provided to support the functions of the mechanism. 


Among the many providers who offer services to people with physical disability, there is considerable 
commitment to work together to develop a seamless continuum of health and community support 
services as well as recreational and other social services. Chedoke McMaster Hospitals has developed 
a creative vision for the redevelopment of the Chedoke site which includes the establishment of a 
community of resources for persons with physical disabilities. This concept needs to be extended to 
link with other community services throughout the Region. 
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In order to achieve a continuum of service for these people, a well-defined, well-resourced 
infrastructure that focuses on the needs of this population is required with appropriate leadership 
acceptable to the various partners. 


The continuum of services must encompass all age groups and effectively relate to services for 
children, adolescents, adults and seniors. Particular concern has been expressed about adults under 
65 with severe physical disabilities who have been admitted to LTC facilities in the absence of other 
more appropriate placement. There is consensus in our community that these individuals should not 
reside in facilities designed for the care of elderly persons. A separate "integrating mechanism" for 
persons with physical disability would need to address the issue of supportive housing in the 
community for these people rather than their current placement in LTC facilities. 


OUTSTANDING ISSUES: 


It is critical that there be strong consumer input and balanced provider participation from health and 
community support services. 


The needs of people with developmental disabilities has been an issue for LTC Reform. As these 
individuals age they become legitimate consumers of LTC services. Whether they should be included 
as part of the mandate of this mechanism or another component of LTC planning must be determined. 
IMPLICATIONS FOR TEACHING: 

There is an ongoing need to prepare health and community support service workers to work 
appropriately and effectively with individuals with physical disabilities and their families. 

4, SUPPORT FOR CAREGIVERS 

RECOMMENDATION FOR ENHANCED SERVICES & PROGRAMS: 


It is recommended that: 


. the Long-Term Care Multi-Year Plan and any other Hamilton-Wentworth district 
service plans address the need for increased support for caregivers. 


. within the LTC Multi-Year Plan specific resources be allocated to the increased 
capacity of high priority caregiver support services. 
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RATIONALE: 


It is the perception of those closely associated with the families and friends caring for loved ones, that 
these "informal", unpaid caregivers are among the forgotten people in the Region. Many have 
enormous care responsibilities 24 hours a day, 7 days a week. Most are women and many have had 
to give up their jobs to stay at home. As more women participate in the labour force, they are less 
available to assume the traditional responsibilities of care. 


Over the past two years of planning for LTC reform the need for more of every type of caregiver 
support has been identified: information to caregivers, training and education, counselling and 
support, volunteer visiting, adult day services, and respite. What has not yet emerged from the 
information gathering are the current priorities and future needs. 


The LTC Multi-Year Plan and the Annual Plan for 1997-98 will be developed over the next 6 to 9 
months. 


The current service cutbacks and restructuring of the health and social service systems clearly point 
to an increasing dependence on families, friends and the community to provide care and support to 
people in need. According to the National Advisory Council on Aging Position on Community 
Services in Health Care for Seniors: Progress and Challenges (1995), the inadequate provision of 
community care to compensate for cut-backs in hospital services has increased the burden of care 
borne by informal caregivers, who already assume about 80 % of seniors’ care needs. Overburdened 
caregivers who do not receive the support of formal community services withdraw from caregiving, 
leaving no recourse other than institutionalization for the senior care recipient (NACA, 1995, p.16). 


The need for increased services to support the families and friends of persons receiving long term care 
has also been identified for the "informal caregivers" of other groups (i.e. rehabilitation, chronic care, 
and palliative care) and other populations such as persons receiving mental health services. 


The coordination of services for informal caregivers is another missing piece. A neighbourhood 
approach to meeting the needs of informal caregivers is essential. Existing services for caregivers 
(e.g., VON, Alzheimers Society, Placement Coordination Services and Public Health) are already 
working together in the areas of caregiver education and support. Their initiatives need to be 
commended, encouraged and supported. 


IMPLICATIONS FOR TEACHING AND RESEARCH: 
There is a need for the education of the public, informal caregivers and health and community support 


service staff regarding the need for, and availability of, support services for caregivers. Community- 
based research is needed on the most cost-effective approaches to support for caregivers. 
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CHAPTER 7 - CHRONIC CARE 


DEFINITION 
The Chronic Care Role Statement defines the role of chronic care hospitals as follows: 


Chronic Care Hospitals and Units will serve clients with complex needs. They will 
function in the continuum of health care, along with other client-focused partners: 
acute care, long term care, mental health and community services. 


BRIEF DESCRIPTION OF THE CHRONIC CARE SYSTEM: 


Hamilton Civics Hospitals: 


Hamilton Civic Hospitals have 34 inpatient, maintenance chronic care beds. These 34 beds serve the 
needs of the Hamilton Civics Hospital as approximately 95% of the referrals come from the 
Henderson and General Hospital sites. There were 24 admissions to the chronic care unit last year. 
There has not been a waiting list for approximately one year and occasionally there is an empty bed. 
The average length of stay is 346.1 days and the average admission age is over 65 years. There is a 
reported increase in need for palliative care and behavioural care. 


Chedoke-McMaster Hospitals: 
The Chedoke site specializes in chronic care for the non-geriatric population. In addition to 75 beds 
for persons under 65 years of age requiring chronic care because of disabilities, Chedoke also has 65 


beds for the elderly, and a respite program. 


Last year there were 30 admissions to the 75 bed unit for the young disabled. The average length of 
stay is 1,132 days, and there were 17 people on the waiting list. 


The 65 beds for geriatric patients had 33 admissions, with an average length of stay of 685 days. 
There were 3 people on the waiting list. 


The physical facilities at the Chedoke campus require capital development. 

St. Joseph's Hospital: 

St. Joseph’s Hospital has 30 inpatient chronic care beds. Admissions to these chronic care beds are 
predominately from their acute care beds. The Hospital has not experienced shortened waiting lists. 
Last year 9 patients were admitted and 1 discharged home. There are 5 patients on this waiting list 


and the range of stay is from 2 months to 11 years. 
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St. Peter's Hospital: 


Several years ago, St. Peter’s Hospital adopted a program management structure in order to facilitate 
the development of specialty programs and to align with the chronic care role study. Each program 
has a unique philosophy and a complete interdisciplinary team complement. 


TABLE V 


SPECIALITY CHRONIC CARE PROGRAMS AT ST. PETER’S 


Behavioural Health 80 beds 
Total Number of Inpatient Beds 


As a result of a reengineering process effective April 1996, the Stroke and Musculoskeletal 
Rehabilitation units will be consolidated into 1 rehabilitation unit of 34 beds. 


Outpatient Community Services 


. day hospital with 35 places, 
° chiropody clinic, 

. seating clinic, 

° out-patient rehabilitation, 

. falls clinic 

. movement disorders clinic. 


St. Peter's admitted 246 new patients last year, of which 56 were palliative. Fifty percent of the 
palliative care patients died while on the waiting list. The average length of stay is 364 days. 
Discharges included 23 patients who went home and 32 who went to long term care (LTC) facilities. 
There are currently 23 patients who are waiting for placement in LTC facilities. The waiting list for 
the Hospital has decreased as patients are moving through the system more quickly and there are 
occasionally empty beds. 
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The 80 bed behavioural health program is situated in the old wing of St. Peter's Hospital which 
requires capital development. Patients admitted to the behavioural health program are described as 
resistive, aggressive and assaultive. 

St. Peter’s Hospital also offers respite beds. 


Home Care: 


There are currently 7 patients in the community who have been assessed as chronic level of care. Five 
of these are receiving Home Care therapy services. 


SUMMARY: 
As the 34 bed rehabilitation unit at St. Peter’s Hospital is providing rehabilitation services, these 
services will be included in the rehabilitation envelope. This complex population will be better served 


in a rehabilitation culture with appropriate resources. 


Thus, the total number of beds in which chronic care services for the elderly delivered are 379, 
distributed as follows: 


° Hamilton Civics Hospitals - 34 beds 
° Chedoke-McMaster Hospitals - 65 beds 
° St. Joseph’s Hospital - 30 beds 
° St. Peter’s Hospital - 250 beds 


There are also 75 chronic care beds for persons with disabilities under the age of 65 at Chedoke- 
McMaster Hospitals, for a total of 454 chronic care beds in Hamilton-Wentworth. 


RECOMMENDATIONS FOR THE ADMINISTRATIVE MANAGEMENT OF THE 
CHRONIC CARE SYSTEM 


It is recommended that: 


. the age restriction for admission at St. Peter’s Hospital be eliminated and replaced by 
programs for younger disabled adults and older adults, with assessment of individual 
needs determining the most appropriate environment. 


. the key areas of responsibility as defined in the Chronic Care Role Study! such as 
assessment, complex continuing care, rehabilitation/restoration/reactivation, respite, 
palliative care, education and research, consultation and support, be maintained and 
where necessary strengthened in order that these chronic care services in Hamilton- 
Wentworth will be recognized in the province as a Chronic Care Academic Centre. 


Report of the Chronic Care Role Study Steering Committee, Chronic Care Role Study, Volume 1, May 1993 
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RATIONALE 


It is recognized that the 65 year age restriction for rationalizing chronic care services is 
inappropriate and restrictive, and that the younger chronic care hospital based patients have 
unique needs separate from the older adult. 


The report of the Chronic Care Implementation Task Force proposes: 
The designation within each district or region of one or more chronic care hospitals 
and units as Regional Chronic Care Resource centres to serve as resources and 
support to chronic care services within their region. 


The report goes on to describe that: 
Among the Regional Chronic Care Centres will be those characterized by their 
emphasis on accredited programs and medical and other research related to chronic 
care. These hospitals should be defined as Chronic Care Academic Centres.” 


St. Peter's Hospital has positioned itself for this leadership role as it currently qualifies in most of the 
major responsibilities identified in the Role Study. As there are financial resources attached to being 
designated a Chronic Care Academic Centre, Hamilton-Wentworth could benefit from this 


recognition. 


The Older Adult 


It is recommended that: 


° chronic care services for the older adult be consolidated under the administrative 
direction and leadership of St. Peter's Hospital, in order to provide a comprehensive 
and effective chronic care system. 


The role of the lead hospital would include, but not be limited to: 


determining the organizational structure 

planning the ongoing management and administration of a consolidated 
chronic care system 

developing an ongoing operational plan which would include determining the 
location of specialty programs 

developing clinical education plans to ensure clinical expertise 

monitoring quality of service and compliance with chronic care standards 
identifying and developing a plan to address human resource issues 
developing a communication plan for staff, patients and families affected by 
program changes 


Report of the Chronic Care Implementation Task Force, August 1, 1995 
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RATIONALE: 


As the elderly population continues to increase, the need for chronic care services will also continue 
to increase. It is important that chronic care services of the future will be comprehensive and 
accessible to all of the chronic care population. While preserving this objective, it is also recognized 
that further consolidation of chronic care services will increase the opportunity for specialization. 
This fosters the development of specialized teams of health professionals who develop expertise in 
specific areas. It also promotes opportunities for education and research. 


Consolidation of administrative functions facilitates communication and integration among the sites 
delivering chronic care. It also places accountability on St. Peter's Hospital for the level of care 
provided and for needs identification and program development. 

As there are a total of 379 chronic care beds for the older adult in Hamilton-Wentworth, it may not 
be possible to physically consolidate to one site. The specific location of these consolidated beds may 
be dependant on the recommended clustering of services in the acute care and continuing care 


sectors. 


In the document submitted by the partner institutions of the Hamilton-Wentworth Academic Health 
Care Network, St. Peter's Hospital was identified as the lead hospital for chronic care services’. 


St Peter's Hospital has the largest number of chronic care beds in Ramilton-Wentworth. 
Recommendation Regarding the Younger Adult 
It is recommended that: 


° Chedoke-McMaster Hospital be designated to provide the administrative leadership 
and direction for chronic care hospital based services for the younger adult. 


The role of the lead hospital would include but not be limited to the following: 


. determining the organizational structure 

. planning the ongoing management and administration of consolidated hospital 
based services for the younger adult 

° developing an operational plan to integrate hospital based services for the 
younger adult with other health care services for the younger disabled 

. developing clinical education plans to ensure clinical expertise 

° monitoring quality of service and compliance with standards 

. developing a communication plan for referring agencies and individuals 

° identifying and developing a plan to address human resource issues 


A Proposal submitted by the Partner Institutions of the Hamilton-Wentworth Academic Health Care Network 
“Hamilton-Wentworth Acute Care System: Moving Toward the 21st Century”, November 30, 1995 
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RATIONALE: 

Chedoke-McMaster Hospitals has a vision for the development of a sports centre for disabled persons 
on the Chedoke site. This includes sports facilities as well as a transitional living component. The 
provision of chronic care services at the Chedoke campus for the younger, hospital based adult is 


compatible with this vision. 


As this is a specialized population, it lends itself to the development of professional expertise and 
promotes opportunities for education and research relating to this specialty. 


Chedoke McMaster has developed an expertise in the care of the chronically ill, hospital based young 
adult. 


RECOMMENDATIONS FOR ENHANCED SERVICES AND PROGRAMS 
Chronic Care Services for the Older Adult 


It is recommended that: 


° the current number of 379 hospital based inpatient beds for the older adult be 
maintained. 
° chronic care services for the older adult be consolidated on one or two sites 
RATIONALE 


As there are a total of 379 chronic care beds for the older adult, it may not be feasible to physically 
consolidate these services to one site. 


According to the Ontario Long Term Care Bed Inventory and Ratio Report, the provincial average 
is 8.21 chronic care beds per 1,000 population over 65 years. This figure may change through the 
description of services in the Chronic Care Role Study. Based on the provincial numbers which 
describe Hamilton as having a total of 491 chronic care beds, the Hamilton ratio is 7.6 chronic care 
beds per 1,000 population over 65 years. Balancing this information with the fact that there are not 
long waiting lists for the older chronic care beds, and considering the demographics which will bring 
about increased need in the future, the current number of beds should be maintained. 
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OUTSTANDING ISSUES: 

The number of short term patients coming to St. Peter's Hospital, such as those requiring 
rehabilitation, has increased. St. Peter's Hospital reports that between Jan. 25, 1995 and Dec. 31, 
1995, it had 148 separations. The average length of stay was 58 days. This increased turnover and 
shortened length of stay seriously affects St. Peter’s ability to collect a resident co-payment since they 
cannot collect this charge for the first 60 days. As well, programs such as palliative care and 
rehabilitation at St. Peter's Hospital have an average length of stay of approximately 60 days. 
Therefore there is a financial disincentive to accepting patients who will remain in a chronic care bed 
for a short period of time’. 


The future location of the chronic care beds that presently exist on the other sites may be dependant 
on decisions relating to the rationalization of acute care hospital services. 


Physical redevelopment of St. Peter's south wing is required. 


Discussions about the site are dependant on the facility assessments commissioned by the Acute Care 
Working Group. 


In the Long-Term Care and Palliative Care sections of this report are two recommendations which 
impact on the usage of existing of chronic care beds. (page # ) 


Chronic Care Services for the Younger Adult: 
It is recommended that: 

. the current number of 75 chronic care beds for the young adult be maintained. 
RATIONALE 


This recommendation is based on the following considerations: 


. There are 17 individuals currently on the waiting list. 

. The total number of beds has been reduced by 16 since 1991 

. There may be alternatives to institutionalization, such as supportive housing, that may 
affect some of the population currently in the beds for the young adult. 

. Some chronic care beds may be required for the repatriation of the persons with an 


acquired brain injury who are currently receiving services in the USA. As of February 
1996, there were 71 persons to be repatriated to Ontario over the next 3 years.° 


Correspondence from June Bain, January 29, 1996 


Communication with Patti Leonard, Acquired Brain Injury Program, Chedoke-McMaster Hospitals, February, 
1996. 
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OUTSTANDING ISSUES: 


Redevelopment of the chronic care system for the young disabled is required. (see recommendation 
in the LTC chapter, page 74-75) 


Physical redevelopment of Chedoke Hospital's buildings is required. Discussions about the site are 
dependant on the facility assessments commissioned by the Acute Care Working Group. 


RECOMMENDATIONS FOR IMPROVED SERVICE COORDINATION 


It is recommended that: 


° a coordinating body for service delivery of chronic care services be established 
accountable to the Health Systems Board (HSB). Its responsibilities will include: 
. identification of gaps in service 
° establishment of service standards 
° service coordination 
° liaison with other planning bodies 
° establishing standard data processes 
° program planning 
° protocol development 
° developing a plan to integrate chronic care with other elements of the health 
care system 
° coordinating service, education and research 


The membership of the coordinating body will include: 


° consumers and caregivers 
° institutions/facilities including the LTC Area Office 
° lead hospitals (St. Peter's Hospital, Chedoke-McMaster Hospitals) 
° primary health care representative 
° community agencies 
° Faculty of Health Sciences representative 
RATIONALE 


There has been a lack of communication and comprehensive planning of chronic care services in 
Hamilton-Wentworth, and there are opportunities to further integrate with other services in the health 
care system. 


85 


IMPLICATIONS FOR TEACHING AND RESEARCH: @ 


St. Peter's is a clinical teaching unit.(CTU) The consolidation of services for the older adult to St. 
Peter's Hospital will increase the number of beds in the CTU and therefore provide increased 
opportunities for students. 


Consolidation increases the opportunity for specialization, and therefore increases opportunities to 
develop further expertise and research. 
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CHAPTER 8&8 - PALLIATIVE CARE 


DEFINITION 


Palliative Care: 


Palliative care is the active compassionate care, primarily directed toward improving quality of life, 
for those who are dying. It is intended to support and comfort individuals and their families as they 
incur multiple losses. The process includes offering choices to informed individuals and setting clear 
goals of care.'*? 


Palliative care is best delivered through an interdisciplinary team, including the individual, and his/her 
family, caregivers and service providers. Sensitive skilled care is intended to meet physical, 
psychological, social and spiritual expectations and needs, while recognizing personal, cultural, 
religious values, beliefs and practices. It should be available to the individual and family at any stage 
of the palliative process from illness through to bereavement.'* 


While many service providers may be able to deliver some of the comfort and support, the services 
of a specialized palliative care program/team may be required as the degree of distress, discomfort 
and dysfunction increases. 


Integral to effective palliative care is the provision of support for the caregivers and service providers 
to work through their own emotions and grief related to the care they are giving.* 


BRIEF DESCRIPTION OF THE PALLIATIVE CARE SYSTEM 


Each acute care hospital has a palliative care consultation team to support patients who are palliative. 
There are however, no designated palliative care beds in acute care hospitals. 


Palliative Care Services Report of Subcommittee on Institutional Program Guidelines, Department of 
National Health and Welfare, Ottawa, 1989:1 


Latimer E. J., Dawson H. R.: Palliative Care Principles and Practice, Position Statement, Can. Med. 
Assoc. J., 1993; 184 (6) 


Latimer, E. J., Caring for Seriously Ill and Dying Patients: The Philosophy and Ethics Can. Med. 
Assoc. J. 1991; 144: 859-864 


Palliative Care: Towards Consensus in Standardized Principles of Practice (Canadian Palliative Care 
Association, 1995. 
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St. Peter’s Hospital: 


There are 11 dedicated palliative care beds at St. Peter's Hospital, restricted to those who are 65 years 
of age and older. St. Peter's Hospital receives many more referrals than can be admitted to the 11 
designated beds. The increased referrals in 1994/95 relate in part to the following: 
. acute care bed reductions 
. St. Peter's Hospital Direct Referral process which enables referrals to flow directly 
to St. Peter's Hospital rather than through Placement Coordination Services, resulting 
in a speedier process 


. shorter stays because people are being maintained longer in the community, and are 
thus more ill when admitted 
. the Home Care Program moved from being an insured to a "capped" service and not 


always able to provide the level of support required in the home 


The trend over the past 4-5 years has been to a shortened length of stay, due mostly to the availability 
of more community care. Thus when individuals are admitted their conditions are more advanced. 


Home Care Program 


In 1994 Home Care had 880 new admissions for palliative care . 


RECOMMENDATIONS FOR ENHANCED SERVICES & PROGRAMS 
Palliative Care Beds 
It is recommended that: 


. people who are palliative and require acute intervention be given priority access to an 
appropriate acute care bed and be referred to the Palliative Care Team for consultation 


. 9 additional palliative care beds be designated from the existing chronic care bed capacity at 
St. Peter’s Hospital and added to the existing 11 palliative care beds. The beds would be 
targeted to the adult population with complex palliative care needs who can be most 
appropriately served within a chronic care hospital. 


° the age restriction for admission to the palliative care unit at St. Peter’s Hospital be removed. 
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24 Hour Hotline 
It is recommended that: 


° a 24 hour hotline ensure that those with speciality palliative needs can be served through the 
existing system by timely access to appropriate back-up, including physicians, beds, and 
expertise 


Neighbourhood Teams/Networks 
It is recommended that: 


. neighbourhood teams/networks include those with speciality palliative expertise in an 
educational, consultative and clinical role to support community care to ensure a seamless 
continuum of service 


RATIONALE: 


The need for palliative care beds has been identified from 1989 to the present by members of the 
Regional Palliative Care Program, which includes representation from acute and chronic care 
hospitals and community-based services. 


The demands for palliative care beds will increase given that the current demand will continue and 
there are expected future trends such as a substantial growth in the seniors’ population. 


The formula used in the Chronic Care Role Study’ to determine the need for palliative care beds will 
need to be adapted and used to determine the actual number of palliative care beds required. It 
assumes the same utilization rate over time, and will need to be adjusted to accommodate the local 
experience, such as: 

. changes in local utilization rates, from 1991-95 and those expected in the future 

° the impact of removing the age restriction of 65 for St. Peter’s Hospital 


While extensive palliative care services can be provided in the community there are clinical conditions 
most appropriately served in other settings, such as: 


° acute care hospital (surgical interventions, blood transfusions, intravenous therapy, 
ventilators, intractable pain, etc) 
. chronic care hospitals (full palliative care team with skills to handle complex, unstable 


patients who require complex clinical/technical procedures and 24 hour access to 
pharmacy, laboratory, X-ray, etc). 


: Chronic Care Role Study, Vol. 2, March 1993. 
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There are currently 11 designated palliative care beds at St. Peter’s Hospital, housed in a chronic care 
unit. The current cost of these 11 beds is $1,123,000. In order to create a 20 bed palliative care unit, 
9 beds need to be converted to palliative care. These 9 beds currently receive funding of $737,000, 
which needs to be maintained. St. Peter’s Hospital forwarded a proposal to the HWDHC for 
enhanced resources in order to provide an integrated and comprehensive program, at an additional 
annual program cost of $1,040,000 and a one-time capital design cost of $25,000.° 


"After hours" emergency access to care for people who are palliative and their families has been an 
identified issue for some time . The hotline could reduce consumer and provider isolation/anxiety by 
providing appropriate responses to various needs, including palliative. This recommendation would 
need to be linked with the 24 hour telephone line recommendations in the Working Group on 
Emergency Services report. 


The Coalition of Community Health and Support Services intends to develop the Interservice Team 
Pilot (on which the neighbourhood team is based) to include regional speciality teams for palliative 
care, renal and acquired brain injury. Access to the appropriate expertise may encourage and support 
existing providers to participate in palliative care service delivery. The neighbourhood network could 
also facilitate the linkages and coordination required. Over time the need to have family physicians 
more involved in palliative care has been identified. Early referral is essential to effective pain and 
symptom management and the neighbourhood teams could potentially facilitate this process. 


People who are palliative are increasingly choosing to die at home and neighbourhood teams could 
help support this choice. This recommendation needs to be linked with others recommended in other 
working group reports related to Neighbourhood Teams/Networks. 


The coordinating body to create a palliative care “system” provides the palliative care leadership 
required to facilitate linkage with the neighbourhood network. 


OUTSTANDING ISSUES: 


There will need to be further discussion with St. Peter's Hospital. Cost comparisons with other 
communities is also required. In addition, any approved recommendation must be consistent with the 
facilities assessment. 


There is a need to determine the impact of palliative care bed recommendations on the Acute, Chronic 
Care and Rehabilitation bed capacity/recommendations. 


The potential role of Palliative Day Care in providing acute care services should be reviewed with the 
Hamilton-Wentworth Regional Palliative Care Program. This review should include an analysis of 
similar services provided in other communities. 


Correspondence from June Bain, February 22, 1996 
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@ RECOMMENDATION FOR IMPROVED SERVICE COORDINATION: 
It is recommended that: 
° the Health Systems Board ensure that a regional palliative care "system" is developed and 


maintained by establishing a coordinating body at the service delivery level, accountable to 
the Health Systems Board, whose role would include the following functions: 


: operational planning 
. identification of gaps in service 
° clinical standards and quality control 
° service coordination 
° liaison with other planning bodies 
° establishment of a standardized palliative care data system 
° protocol development 
. the membership of the coordinating body would include balanced membership, from 


Hamilton-Wentworth and Central West. The membership should identify and build on 
existing strengths, while creating a process for renewal and rotation of leadership 
responsibility within an appropriate time frame. A membership rotation cycle would allow for 
continuity of membership within a fixed term. Membership would be drawn from within and 
across the following categories: 


. consumers 
° caregivers 
2 ° self help groups 
° service providers from private and not-for-profit settings, institutional and community 
based settings, management and direct service positions 
° individuals from various academic and research settings 
. Chedoke-McMaster Hospitals take a lead role in establishing a Children’s Palliative Care 


Coordinating Body, with membership to include service providers from the various settings 
in which palliative care is provided, as well as family members of children who have received 
palliative care services. 


RATIONALE: 


While many essential elements of a palliative care continuum exist locally, the services are not 
coordinated and integrated to function as a "system" of care with the capacity and flexibility to 
respond, across settings, to meet needs. There are perceived gaps in services, which may be due 
partly to the lack of coordination. A systems approach would be helpful in identifying and quantifying 
needs. 


Some of the issues which have been identified over time include: 


. timely access to appropriate beds 

. after hours and emergency care 

. systematic data collection, management and technologies 

° need for service provider communication across palliative care settings 

. need for early referral so pain and symptom management can be most effective 
. more family physician involvement in provision of palliative care 

. more education and support for patients and families 

° more education and support for paid caregivers 


The Regional Palliative Care Program has undertaken a variety of clinical, education and research 
activities and has the potential to take on the initial leadership role. 


In order to provide age appropriate services to children who are palliative and their families, a 
Children’s Palliative Program is suggested. Chedoke-McMaster Hospital, as the site of the children’s 
hospital, with responsibility for tertiary and oncology care for children, has the expertise appropriate 
for such a leadership role. 


IMPLICATIONS FOR TEACHING AND RESEARCH: 


There are implications for teaching palliative care as part of the academic curriculum as well as for 
_ those who are already providing care in the community. 


Research would be needed to evaluate the effectiveness of the network in a variety of ways. 
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Community Health and Support Services, Hamilton-Wentworth, December 1995. 

Regional Palliative Care Program. Annual report. January 1995. 

Regional Palliative Care Program. (1991). Proposal for hospice facility. 


Regional Palliative Care Program. Strategic Planning Retreats. 1991 to 1995. 


Regional Planning Committee for Hospital Services. (1995). Rationalization of selected hospital 
based services in Hamilton-Wentworth. Chronic Care Task Group Report and Paediatrics Report. 


Regional Rehabilitation Program. (1995, August). Report to the McMaster/Mohawk/Affiliated 
Teaching Hospitals’ Joint Liaison Committee. 


Rehabilitation Strategic Framework Working Document, July 1993. 
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St. Joseph's Hospital. (1995, January). Report of the physiotherapy, occupational therapy and 
recreation therapy departments. 


Saskatchewan Health. (1994). Guidelines for developing an integrated palliative care service. 


Summary of Dominant Themes Derived from the LTC Alternative Consultation, 1995. 


CRITICAL JUNCTURE ADVISORY GROUPS: 


The Hamilton Wentworth District Health Council Long-Term Care Committee: October 11, 
1995; November 8, 1995; January 10, 1996; and February 14, 1996. 
Judith Bishop, Chair 
Ruth Byles 
Judy Evans 
Harry Freeman 
Rick Jackman 
Helen Johnson 
Jean Jones 
Ken LeClair 
Catherine Lewis 
Frank MacIntyre 
Saied Mohammed 
Helen Semenuk 
Mary Sinclair 
Rita Soluk 
Barbara Teal 
Janice Tomlinson 
Mildred Tweddell 
Irene Watson 
Marita Zaffiro 


Regional Palliative Care Program: November 9, 1995; December 14, 1995, and January 11, 
1996 


William Blair, Hamilton Academy of Medicine 

Donna Czukar, Executive Director, Canadian Cancer Society 

Ingrid Fell, Supervisor of East and Halton Nursing Teams, St. Elizabeth's Nursing, 
Chair, Clinical Service Committee, Regional Palliative Care Program 

Madeline Hagen, Secretary, Regional Palliative Care Program, Hamilton Civic Hospitals, 
General Division 


Cathy Ann Hoyle, Chair, Bereavement Committee 
Brenda Johnstone, Hamilton Regional Cancer Centre 
Sherry Keen, Program Director, Palliative Care, St. Peter's Hospital 
Bernice King, Palliative Care Coordinator, Chedoke-McMaster Hospitals 
Elizabeth Latimer, Director, Regional Palliative Care Program; 
Director Palliative Care, Hamilton Civic Hospitals, Henderson Division 
Susan Lennox, Chair Advisory Committee, Hamilton Civic Hospitals, Henderson Division 
Jean Lillie, Manager of Corporate Affairs, Home Care Program 
Irene MacIntyre, Regional Palliative Care Volunteer Committee, St. Elizabeth's Nursing 
Denise Marshall, Palliative Care Physician , St Joseph's Hospital 
Paul Sakalauskas, Past Chair, Regional Palliative Care Advisory Committee 
Carol Ann Smart, Regional Palliative Care Volunteer Committee, Victorian Order of Nurses 
Rita Soluk, Chief Executive Officer, St. Elizabeth's Nursing 
Ingrid Toscher, Palliative Care Program, Hamilton General Hospital 
Fran Worobec, Clinical Nurse Specialist, Palliatrve Care Program, St. Peter's Hospital 


Coalition of Community Health and Support Services: November 9, 1995 and January 11, 


1996 


Mike Meyer, Chair, Coalition of Community Health and Support Services; 
Executive Director, Catholic Family Services 

Karen Argent, Salvation Army 

Dianne Beattie, Executive Director, Flamborough Information & Community Service 

Cathy Bernard/Elaine Eastman, Family Services of Hamilton-Wentworth 

Betty Bethune/Dianne Bawden, Canadian Red Cross Society, Flamborough Branch 

Barbara Carson, Executive Director, Visiting Homemaker's Association 

Gertrude Cetinski, Interim Executive Director, The Alzheimers Society for Halton-Wentworth 

Judy Curran, Regional Department of Public Health Services 

Lynne Edwards, Executive Director, SAM Program 

Jonquil Eyre, Hamilton Urban Core Health Care Centre 

Sharon Gerry, Tele-Touch 

Mark Hannigan, Welcome Inn Community Centre 

Doris Holder/David Caulfield, Ancaster Information Centre 

Ann Hughes, Arthritis Society 

Carolyn Kovacs, Sackville Hill Seniors Centre 

Myron Kramer, Department of Veteran's Affairs 

Maureen Lamarre, Ontario March of Dimes 

Margaret Lambert, St. Joseph's Villa 

Holly Marks, Director of Residential Services, Participation House 

Judy Mintz, Executive Director, Dundas Community Services 

Bev Morgan, Executive Director, Grocer-Ease 

Betty Muggah, Executive Director, Victorian Order of Nurses (VON) 

Gary O'Connor/Jessica Brennan, Canadian Red Cross Society, Hamilton Branch 

Mae Radford, Director, VON, Meals on Wheels 


LS 


Brother Richard, Good Shepherd Centre 

Wendy Roy/Margaret Nikolaus, St. Matthew's House 

Jill Rumble, YWCA 

Leslie Russel/Rob Hart, Community Information Services 

Ann Scott/Bob Pond, Program Supervisor, Long-Term Care Area Office 
Pat Scott, Glanbrook Home Support Programme 

Rita Soluk, St. Elizabeth Visiting Nurses' Association 

Emmy Weisz, Hamilton-Wentworth HSO Mental Health Network 


Regional Program + Other Palliative Care Providers: Nov. 23, 1995 


Elizabeth Latimer, Director Regional Palliative Care Program, 
Director Palliative Care, Hamilton Civic Hospitals 
Virginia Cale, Visiting Homemaker's Association 
Donna Czukar, Executive Director, Canadian Cancer Society 
Ingrid Fell, Supervisor of East and Halton Nursing Teams, St. Elizabeth's Nursing, Chair, 
Clinical Service Committee, Regional Palliative Care Program 
Catherine Flatt, Supervisor, Case Management, Home Care Program 
Sherry Keen, Program Director, Palliative Care Program 
Bernice King, Palliative Care Coordinator, Chedoke-McMaster Hospitals 
Jean Lillie, Manager of Corporate Affairs, Home Care Program 
Janet McLeod, Program Manager of Geriatric Services 
Bernadine Nabours, Case Manager, Pediatrics, Home Care Program 
Karela Schwarzer, Palliative Care Social Worker, Chedoke-McMaster Hospitals 
Sonia Telfer, Palliative Care Physician, North End Community Health Centre 
Ingrid Toscher, Palliative Care Team, Hamilton Civic Hospitals, General Division 
Kathleen Wilkinson, Palliative Care Nursing Team, Home Care Program 
Anne Woods, Medical Director, Palliative Care, Chedoke-McMaster Hospitals 
Fran Worobec, Clinical Nurse Specialist, Palliative Care Program, St. Peter's Hospital 


Regional Rehabilitation Program: Nov. 28, 1995 
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Ann Braun, Geriatrician, St. Peter's Hospital 

Kelly Gowland, Physiotherapy Program Chair, School of Rehabilitation Science, McMaster 
University 

Jennifer Henderson, Senior Occupational Therapist, General Division, Hamilton Civic 

Hospitals 

Jean Lillie, Hamilton-Wentworth Home Care Program 

Brian Pogson, Chair, Regional Rehabilitation Program, Hamilton Civic Hospitals 

Deidra Sperry, Speech Pathologist, Stroke Team, Chedoke-McMaster Hospitals 

Barb Worth, Occupational Therapist, Chedoke-McMaster Hospitals 


Persons with Severe Physical Disabilities: November 30, 1995 


Dean Blackadar, Administrator, Blackadar Nursing Home 

Donna Boyce, Administrator, Conway Homes, Inc. 

Leslie Fell-Milthorpe, Consultant, Chedoke-McMaster Hospitals 
Catherine Flatt, Supervisor Case Management, Home Care Program 

Jay Graydon, Vice President, Clinical Programs, Chedoke-McMaster Hospitals 
Donna Imeson, Executive Director, Participation House 

Maureen Lamarre, Independent Living Manager, Ontario March of Dimes 
Barbara MacKinnon, Regional ABI Program 

Debbie Miller, Administrator, St. Olga's Lifecare Centre 

Phil Naylor, Program Manager, Transitional Training Centre, CNIB 

Brian Pogson, Director, Regional Rehabilitation Program 

Bob Pond, Program Supervisor, LTC Area Office 

Ann Scott, Program Supervisor, LTC Area Office 


Support for Caregivers: December 7, 1995 


Mary Buzzell, Director, VON Community Relations 

Gertrude Cetinski, Interim Executive Director, The Alzheimers Society for Halton- 
Wentworth 

Nancy Allan, Acting Director of Community Services, St. Peter's Hospital 

Catherine Flatt, Supervisor Case Management, Hamilton-Wentworth Home Care Program 
Holly Marks, Director of Residential Services, Participation House 

Dale Marshall, Manager, VON Adult Day Centre and Caregiver Support Program 
Maureen Tettman, Senior Social Worker, St. Joseph's Villa 

Marg Warriner, Manager, VON Volunteer Recruitment and Advancement 


Representatives of LTC Facilties (Stakeholder Consultations, Jan 17, 1996) 


Joyce Caygill, Director, Placement Coordination Service 
Judith Evans, Administrator, Wentworth Lodge 

Bob Malloy, Administrator, Macassa Lodge 

Paul O'Krafka, Executive Director, St. Joseph's Villa 
Bob Pond, Program Supervisor, LTC Area Office 


Joint Meeting of Regional Advisory Committee for Seniors and Regional Advisory Committee 
for Persons with Physical Disability: Jan. 19, 1996 


Members: 
Councillor Geraldine Copps, Chair, Regional Advisory Committee for Persons with 
Disabilities 
Andrew Crawford, Chair, Committee for Seniors’ Services 
Graham Aiken, Advisory Committee for Persons with Physical Disabilities 
Bill Brown, Advisory Committee for Persons with Physical Disabilities 
Executive Director, Canadian National Institute for the Blind, (CNIB) 
Ken Butcher, CNIB 
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Councillor Tom Jackson 

Pat Ordowich, Advisory Committee for Seniors, SEN 

S. Chandler, Advisory Committee for People with Physical Disabilities 
Geoffrey Snider, Advisory Committee for Seniors’ Services 

Janice Tomkins, Advisory Committee for Seniors’ Services 

M.A. Traini, Advisory Committee for People with Physical Disabilities 
Berta Walton, Advisory Committee for Seniors’ Services 

Martha Wells, Advisory Committee for Persons with Physical Disabilities 
David Wright, Advisory Committee for Seniors’ Services 

Lynda Young, Advisory Committee for Senior’ Services 

Staff. 

Carmen Bian, Planner, Regional Department of Social Services 
Maureen Harmer, Regional Department of Public Health Services 
Judy Curran, Regional Department of Public Health Services 

Wendy Kowalski, Planner, Regional Department of Social Services 
Bob Malloy, Administrator, Macassa Lodge 

Guests: 

Leslie Fell-Milthorpe, Chedoke-McMaster Hospitals 

Von Fulton, Senior Citizen's Council 


Volunteer-Assisted Transportation Group: Jan. 23, 1996 


Dianne Bawden, Branch Manager, The Canadian Red Cross Society - Flamborough Branch 

Rich Chesal, Service Manager, Accessible Transportation Services 

Donna Czukar, Patient Services Consultant, Canadian Cancer Society 

Betsy Hudy, Co-ordinator, Seniors' Services, The Canadian Red Cross Society - Hamilton 
Branch 

Scott Reeves, Case Manager, Dundas Community Services 

Pat Scott, Program Coordinator, Glanbrook Home Support Programme 

Marg Somerville, Coordinator of Volunteer Programs, St. Elizabeth Visiting Nurses 

Marg Warriner, Manager, Volunteer Recruitment and Advancement 


Rehabilitation Regional Program plus other Rehabilitation Service Providers, January 30, 


1996 


Subash G. Dighe, West End Physiotherapy Clinic 

Dr. David Harvey, Division PM & R Rehabilitation Services, Hamilton Civic Hospitals 
Jenmser Henderson, Senior Occupational Therapist, General Division, Civic Hospitals 
Jean Lillie, Hamilton-Wentworth Home Care Program 

Brian Pogson, Chair, Regional Rehabilitation Program, Hamilton Civic Hospitals 
Deidra Sperry, Speech Pathologist Stroke Team, Chedoke-McMaster Hospitals 

Barb Worth, Occupational Therapist, Chedoke-McMaster Hospitals 


KEY INFORMANTS: 
Groups and Committees: 


Coalition of Community and Support Services in Hamilton-Wentworth 
(See Above) 


Day Services and Transportation Committee 

Celia Chilton, Macassa Lodge Day Program 

Donna Cripps, St. Peters Day Hospital 

Lynne Edwards, SAM Program 

Janice Ferguson, St. Joseph’s Villa 

Dan Horton, Hamilton Association for Community Living 
Betsy Hudy, Red Cross Volunteer Drivers 

Helen McLaren, Relations Coordinator, Accessible Transportation 
Janet McLeod, St. Joseph’s C.H.C. 

Karen Monna, VON Adult Day Centre 

Gail Ryan, DARTS 

Paula Welland, Chedoke Day Hospital 

Lina Winship, Catholic Family Services, SELF 


HWDHC LTC Committee 
(See Above) 


Regional Palliative Care Program 
(See Above) 


Volunteer - Assisted Transportation Committee 

D. Bawden, Branch Manager, Canadian Red Cross Society, Flamborough Branch 
R. Chesal, Service Manager, Accessible Transportation Services 

D. Czukar, Patient Services Consultant, Canadian Cancer Society 

J. Ferguson/ T. Jones, St. Joseph's Villa 

M. Greve, Community Development Coordinator, VON Hamilton-Wentworth 

I. Kerr, Home Support Coordinator, Canadian Red Cross Society, Hamilton Branch 
C. Lundy, Unit Coordinator, Canadian Cancer Society 

S. Reeves, Case Manager, Dundas Community Services 

P. Scott, Program Coordinator, Glanbrook Home Support 

M. Somerville/I. MacIntyre, Coordinator of Volunteers, St. Elizabeth Visiting Nurses 
M. Warriner, Manager, Volunteer Visiting, VON Hamilton-Wentworth 


Canadian Cancer Society 


Donna Czukar, Executive Director 
Maureen O'Connor, Palliative Care Inventory Project 


ly 


Chedoke-McMaster Hospitals 

Dr Joanne Bugaresti, Physiatrist 

Debby Barton, Speech Language Pathologist 

Brenda Blair, Registered Nurse, Pediatrics 

Rose-Frances Clause, Clinical Nurse Specialist 

Susan Dawson, Registered Nurse, Pediatrics 

Heather Elbard, Manager for the Developmental, Emotional and Behavioural Services 
Leslie Fell-Milthorpe, Consultant 

Jay Graydon, Vice President, Clinical Programs 

Rosamund Hennessy, Registered Nurse, Pediatrics 

Jack Holland, Chief of Department of Pediatrics 

Dr. Jennifer Jackman, President 

Bernice King, Palliative Care Coordinator 

Donna Koller, Child Life Specialist 

Dr. Pai, Pediatric Haematology/Oncology 

Peter Rosenbaum, Director of Children's Developmental Rehabilitation Program 
Karela Schwarzer, Palliative Care Social Worker 

Annette Vigeux, Clinical Nurse Specialist, Pediatrics 

Norma Wilson, Administrator, Clinical Programs 

Anne Woods, Medical Director, Palliative Care 


Faculty of Health Sciences 

Barbara Cooper, Associate Dean, School of Rehabilitation Science 

Kelly Gowland, Physiotherapy Program Chair, School of Rehabilitation Science 

Ken LeClair, Vice Chair, Steering Committee of Specialized Health Care for the Elderly Regional 
Program; Head, Division of Geriatric Psychiatry, McMaster University; Associate Director, 
Educational Centre for Aging and Health 


Good Shepherd Centre 
Alan Whittle, Director of Community Development 


Grocer Ease 
Bev Morgan, Executive Director 


Hamilton Aids Network 
Sue McDermott, Executive Director 


Hamilton Civic Hospitals 

Dr. McCutcheon, President and Chief Executive Officer 
Bev Codlin, Palliative Care Social Worker, 

Sue Emmons, Director Health Information Resources 
Patti Ellis, Physiotherapist 

Dr. Dave Harvey, Physiatrist 
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Dr. Scott Garner, Hamilton Civic Hospitals & St. Peter's Hospital 

Carol Jewel, Speech Language Pathologist 

Elizabeth Latimer, Director, Regional Palliative Care Program, Director, Palliative Care, Hamilton 
Civic Hospitals 

Susan Lennox, Director of Social Work, General Division, Chair of Regional Palliative Care Program 

Pat Mandy, Vice President, Patient Care, Community Hospital Services 

Mary Lou Meyers, Head Nurse, Rehabilitation Program 

Mary Ellen Olenbeck, Medical Records Department 

Brian Pogson, Chair, Regional Rehabilitation Program 

Sue Robertson, Head Nurse, Chronic Care Unit, Henderson 

Ingrid Toscher, Palliative Care Program 


Hamilton Psychiatric Hospital 
Lee Cooper, Social Worker 


Hamilton Regional Cancer Centre 
Trish King, Palliative Care Coordinator, Pain and Symptom Management Team 
Dr. Reno, Medical Oncologist, Assistant Professor, Department of Medicine 


LTC Area Office 

Karen Gansel, Manager 

Bob Pond, Program Supervisor 
Ann Scott, Program Supervisor 


LTC Facilities 

Linda Brown, Palliative Care Team, St. Joseph's Villa 
Judith Evans, Administrator, Wentworth Lodge 

Pat Miller, Palliative Care Team, St. Joseph's Villa 

Pat Morden, Administrator, Shalom Village Nursing Home 
Paul O'Krafka, Administrator, St. Joseph's Villa 

Sheldon Wolfson, Director of Nursing, Wentworth Lodge 


North Hamilton Community Health Centre 
Sonia Telfer, Palliative Care Physician 


Private Community Rehabilitation Clinics 
Subhash Dighe, West End Physiotherapy Clinic 


Regional Department of Public Health Services 
Colleen Van Berkel, Senior Nurse Manager 


St. Joseph's Community Health Centre 
Janet McLeod, Manager of Geriatric Services 
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St. Joseph's Hospital 

Sue Beckerman, Director of Nursing 
Marion Bramwell, Supervisor of O.R. 

Alan Greaves, CEO 

David Jewel, Department of Social Work 
Sarah Krikorian, Nurse Manager 

Denise Marshall, Palliative Care Physician 
Ramona Mileris, Manager Speech Pathology 
Donna Pierroz, Nurse Manager 

Marietta Pupo, Clinical Nurse Specialist, Palliative Care Team 
Sue Vanderbent, Director of Social Work 


St. Peter's Hospital 

Nancy Allan, Acting Director of Community Services 

June Bain, Vice President, Resource Management 

Dr. Anne Braun, Head of Service, Geriatrics and Day Hospital 
Donna Cripps, Vice President, Patient Care 

Peter Carruthers, President 

Sue Gilbert, Associate Vice President, Programs 

Jeanne Hay, Acting Manager, Admission and Discharge 
Sherry Keen, Program Director, Palliative Care 

Jennifer Murphy, Admissions Office 

Dr. Geoffrey Purdell-Lewis, Vice-President, Clinical Affairs 
Lori Schindel-Martin, Clinical Nurse Specialist 

Sonia Rodgers Schofield, Program Director, Stroke Rehabilitation 1/Intake Program 
Fran Worobec, Clinical Nurse Specialist, Palliative Care Team 


Transportation 
Rich Chesal, Service Manager, Accessible Transportation Services 
Ada Dixon, Research Assistant, Accessible Transportation Services 


Victorian Order of Nurses / Home Care Program / Placement Coordination Services 
Mary Buzzell, Director, VON Community Relations 

Joyce Caygill, Director, Placement Coordination Services 

Glenis Elliott, Coordinator, Placement Coordination Services 

Catherine Flatt, Supervisor Case Management, Home Care Program 

Jean Lillie, Manager of Corporate Affairs, Home Care Program 

Barb McKinnon, Therapy Services, Home Care Program 

Irene Medcof, Manager of Corporate Services, Home Care Program 

Betty Muggah, Executive Director, VON - Hamilton-Wentworth 

Bernadine Nabours, Case Manager, Home Care Program 

Jane Worral, Manager of Case Management, Hamilton-Wentworth Home Care Program 
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Visiting Homemakers Association 
9 Barbara Carson, Executive Director 
Susan Hall, Assistant Executive Director 
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APPENDIX B 


STRENGTHS AND WEAKNESSES 


OF THE CONTINUING CARE SYSTEM 


STRENGTHS AND WEAKNESSES OF THE CONTINUING 
CARE SYSTEM 


The following picture of the strengths and weaknesses of the Continuing Care System is based on 
input from various sources. They include the Critical Juncture Advisory Groups, key informant 
interviews, input from the public consultations undertaken by the Health Action Task Force and 
literature reviews. Sources also included previous work undertaken by the LTC planning 
processes. The picture is meant as a broad brush of the themes in the system and not as a 
comprehensive listing of the issues. 


STRENGTHS 

° over 80% of the care delivered in the continuing care “system” is delivered by family 
members 

° many dedicated volunteers in the system, without which the system would have difficulty 


functioning, e.g. volunteer-assisted transportation, fnendly visiting 
° dedication of all agencies to maintaining and enriching the quality of life of LTC clients 


° much collaboration among service providers, which shows in such exciting initiatives as 
the interservice teams in the LTC sector, the Regional programs in such areas as 
rehabilitation, palliative care and geriatrics. Hamilton-Wentworth has a well-known 
tradition of community cooperation and collaboration. 


° a number of excellent educational initiatives for health professionals (e.g. training for 
health professionals re palliative care) 


° community work in developing creative options for supportive housing for seniors 


° supports for interagency communication (e.g. travelling record has been developed in 
palliative care, message folder in the interservice teams, etc.) 


° service providers who go the extra mile (e.g. Home Care case managers in the schools 
provide a link across home, school and the health care system for children who are 
palliative, flexible strategies to overcome potential barriers, etc.) 


° The chronic care facilities are embracing change and gradually adopting the 
recommendations of the Chronic Care Role Study, with an increased focus on 
rehabilitation, increased specialization and increased attention to research and education. 
This has led to benefits for consumers through shorter waiting lists, shorter lengths of 
stay, and increased attention to patient choice and involvement in decision making. 


° contribution of the Educational Centre on Aging and Health and the Clinical Teaching 
Units 

° dedication of all agencies to maintaining and enriching the quality of life of LTC clients 

° commitment of rural agencies to preserve rural culture and quality of life 


° work of the Elder Abuse Task Force 

° persistence of individuals with physical disabilities to participate on health and community 
support services planning to develop a continuum of services 

WEAKNESSES 


Lack of a system 


° The service delivery system is fragmented when viewed through the eyes of consumers 
and providers. 


° Consumers are frustrated by being repeatedly assessed. 

° Consumers indicate a lack of 24 hour support, both in the home and on-call. 

° The acute care hospitals appear to admit patients predominately from within their own 
facilities. 

° There are funding disincentives, especially in the for profit rehabilitation clinics, that at 


times results in treating those who will respond quickly, rather than those requiring 
complex lengthy rehabilitation. 


Lack of health promotion 


* The existing system focuses on maintenance and cure, rather than on health promotion and 
prevention. There 1s little formal programming in health promotion. 


° Individuals are not always given the choice of taking personal risks. 


Pressure on caregivers 


° The pressure on family caregivers is mounting. As well, there are particular instances that 
are even more difficult. For example, family members may live in different communities, 
may not want to provide care, or may not be financially or physically able to provide care. 


° The cost of community respite services can cause their underutilisation and thus they do 
not relieve the stress in other parts of the system. 


° There is a lack of education and counselling support services for caregivers. 

° There are not enough day centres and the hours are too rigid. 

° There are no financial supports for full-time caregivers who can no longer work outside 
the home. 

° Continuing care clients are often complex and difficult to work with. For example, the 


demands of palliative care can be very difficult for family doctors. All staff can find 
palliative care time-consuming and emotionally demanding because of the grief issues. 


° Program and services staff do not always have sufficient training opportunities 

° Job assessment and redefinition is required across the system, including more training in 
mental health issues and cultural awareness. 

Data/information/communication 

° Communication and information flow among providers needs to be improved. Patients 


needs may change dramatically in short order, and information on their conditions, 
medications, service providers and family circumstances needs to be immediately 


accessible. 

° Data is often collected, in different formats, by diagnosis rather than by service needs. 
Information on which other health professionals a patient sees is not always available. 
This can make planning difficult. 

° There is no local information base, or accessible provincial base, to understand the amount 


of rehabilitation that is provided in the private clinics. 


° There is a lack of population based data. @ 


° There is a lack of joint planning between institutions and community based services, which 
usually translates into community support services responding to hospital decisions. 

Transportation 

° There is much pressure on the transportation of patients requiring assisted transportation 
for outpatient programs, etc. 

Gaps in the system 


° Long Term Care services and facilities are not equitably distributed geographically, and 
services are not always available in the language and culture of choice, including french. 


° There is a lack of capacity to provide home visits by primary care physicians 


° There is a lack of palliative consultant physicians to provide pain and symptom 
management for palliative patients in the community. 


° There is a lack of adult day centres for special needs groups such as: 
. People who are developmentally disabled and aging who want to ‘retire’ 
° People who need considerable physical care, are medically unstable, or need 
behavioural modification 
° People with cognitive impairment who also need some physical care 
° There is a lack of home maintenance services which can prevent accidents. 
° Rural communities are under serviced. 
° There are not enough services for children with physical disabilities. 
° There is not enough supportive housing, particularly for adults with physical disabilities. 
° People experience barriers to accessing services because of poverty and psychiatric illness 


as well as culture. 


° There is a serious shortage of available beds in long term care facilities, causing increasing 
pressures on hospitals, community support services, and family members. 


° Emergency access to acute hospital care for temporary crisis is not always possible. 


° There is a lack of advocacy available for those clients who cannot speak for themselves 
because of language, skill, or a myriad of other reasons.. 


APPENDIX C 


CONTINUING CARE 


REHABILITATION 


DISTRICT HEALTH COUNCIL 
COMPREHENSIVE HEALTH CARE PLAN 
REHABILITATION 
INTRODUCTION: 


Rehabilitation services in Hamilton-Wentworth span the private and public sector, and are located 
in institutional, community and home settings. Rehabilitation is a multi-source funding system with 
three main streams--public, (Ministry of Health) private, (auto and health insurers) and WCB. Private 
payment programs also exist. Some of the hospital programs are specifically funded, eg. the ABI 
program, while others are supported from each hospital's global budget. 


While there is some discrepancy across the sectors as to the definition of rehabilitation, most hospitals 
see it as a broad continuum of therapy services that are provided on an ongoing basis and are aimed 
at maintaining or improving the ability to function. In addition to this are the structured and 
specialized rehabilitation programs that are aimed at assisting a person with an impairment to reach 
his or her optimal level of physical, social, mental and cognitive functioning. These services include 
those aimed at improvement in the patient's functioning rather than maintenance, or prevention of 
deterioration. 


Existing services may be delivered by a single professional service, eg. physiotherapy, or a 
multidisciplinary approach. Some services are broad in nature and accept clients with a wide variety 
of impairments while others are highly specialized to address a population with a particular functional 
or diagnostic problem. 


CURRENT PICTURE 
.ST. JOSEPH'S HOSPITAL: 


St. Joseph's Hospital views rehabilitation as a continuum of service from preadmission, through the 
process of care, to discharge to the community. All therapeutic disciplines are active participants in 
this process. In addition to this continual and ongoing process, there are a number of specific 
rehabilitation programs. 


In-Patient Rehabilitation Unit: 
As this unit has recently been established, the statistical information reflects the 6 month period from 
March 20, 1995 to October 31, 1995. 


Beds: 10 

Criteria for admission: neurological or musculoskeletal problems. 
Model: Interdisciplinary. 

Referral source: From within St. Joseph's Hospital. 


Expected LOS: 1 to 4 weeks. 
NO. of admissions: 92 € 
ALOS ( for 64 patients) 20 days 


Discharges: If the patient is not able to return to the community at the conclusion of the rehabilitation 
program, then the patient is returned to the department of origin. 

Returned to St Josephs department - 16 

Boarding home - 2 

St. Peter's Hospital - 3 

Chedoke rehab - 2 

St. Josephs Brantford - 1 

Home - 68 


Out-Patient Rehabilitation: (Priority is to serve St. Joseph's patients) 


Acute injury clinic: This is a WCB accredited community clinic. 
Model: interdisciplinary ( sports medicine model) 

New admissions: 200 

Visits: 21 (3 to 30) 

Referral source: from family physician 

Waiting time: 5 days 

Discharged: back to work or referred to Regional Evaluation Centre 


Speech language:(out-patient) Post head and neck surgery 
Voice treatment/swallowing/neurogenic 
childrens' program 

Preschoolers: 
New clients: 210 
Total clients: 470 
No. visits: 2,375 


Adults: 

New clients: 178 
Total clients: 200 
No. visits: 560 


Pre-surgical Program: Joint replacement and back surgery 
65 total hip patients 
40 total knee patients 
120 spinal surgery patients 


Audiology: Adult and children 
New clients: 1,245 
Clients seen: 2,000 55% adult 
45% children 


No. visits: 2,240 
Osteoporosis clinic: This program is run 4 times each year, for four weeks, at 3 visits per week. 


Clients are assessed by PT and filtered into an osteoporosis exercise group. This includes both formal 
and informal education 

referral: family physician or specialist 

model: interdisciplinary 

discharged: often referred to community pools 

Visits: 


Occupational therapy foot clinic: 
Hand clinic: 
Multidisciplinary Team Education: Inflammatory joint disease, fibromyalgia 


(St. Joseph's Villa has 2 supportive beds. This is post acute care for developing stamina and 
confidence building. The patient pays for this service but it is less costly to the system than remaining 
in acute care.) 


Community Health Centre: 


Day hospital: 20 places 
New admissions: 434 
ALOS: 3 to 5 months, twice a week 
Visits: 3582 
Goal: assess complex elderly, increase functional ability and discharge home. 
Referral source: Home, public health and physician. 
Criteria: elderly and requires two services, have behaviourial health and respiratory as a sub 
program 
Discharge: 2/3 home, 1/3 LTC 
Diabetic clinic: type 1 - 4&1/2 day program 
type 2 -2 day program 
New admissions: 250 
Total visits: 4,071 
Psychiatry and geriatric assessment outreach: 
New Admissions: 47 (6 months) 
Total Visits: 83 (6 months) 
Audiology: 
New clients: 735 324 children 
411 adult 
Clients seen: 1,425 
No. visits: 1435 


Continence Program 


Education and Health Promotion: 
Stroke recovery: about 35 people attend once a month. 


Chiropody: 
New admissions: 336 
Total visits: 2302 


Communication clinic: SLP for pre school age children 
New clients: 220 
Total clients: 395 
No. visits: 2,600 2,168 preschoolers 
362 adults 


HAMILTON CIVIC HOSPITALS: 


The Hamilton Civics Hospitals believe that rehabilitation is a process, that varies in intensity and is 
dependent upon identified client needs. This client-focused process may begin pre-admission and 
continues actively until discharge with community collaboration. This is based on the premise that 
the initiation of early interventions using education and treatment ensures timely and safe return to 
the community. The rehabilitation process is integrated into the acute program areas of emphasis. 
In addition to this, an inpatient rehabilitation unit, out-patient rehabilitation and day hospital programs 
are provided for designated populations. Four phases of rehabilitation have been identified: 
preventative, early/acute, intermediate and long term. 


Regular Out-Patient Rehabilitation: (Henderson site) 
Most of the patients in this program present with orthopaedic problems. This program has the use 
of a therapeutic pool as well as standard modalities. 


Goal: Maximize functioning 

Model: Physiotherapy 

Visits: 7292 

New patients: 576 

Criteria for admission: Fractures, injuries within last 4 weeks, post-surgery, etc. 
Referral source: Approximately 15% from the Hamilton Civics Hospitals and the rest from elsewhere 
in the community. Referred by orthopaedic surgeons and physiatrists. 

Waiting Lists: 9 

Length of wait: 8 to 9 weeks 

ALOS: 5 weeks 

Discharged to: Most go home 


Fit for the future: (out-patient) Is a WCB approved community clinic. 

Regional Evaluation Centre, fee for service to Hamilton Hospital Assessmenrt Centre 
Disability Assessments 

New Admissions: 627 
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Referral source: 85% from community, 15% internal 

Visits: 1365 

Waiting list: 0 

ALOS: 5 weeks 

Funding: $118,950 (approx) 

To provide early intervention for injured workers with soft tissue injury. The focus is on fitness, 
education, pain relief, and work simulation. 

Goal: to return the worker to work. 

Referral source: The community and internal to the hospital employees. 

Model: Interdisciplinary approach, PT, OT, and kinesiologist. 


MVA Insurance Program: (Program started Sept 1, 1995.) Integrated with WCB clients in "Fit for 
the Future". 
Funding: Insurer is the payer. 


Dermatology clinic: (out-patient) 

This clinic is used mainly for the treatment of psoriasis and other skin conditions. 

Goal: To live a productive life at work and in the community by coming to the clinic several times 
a week and also attend a monthly clinic. 

Criteria: Skin disorder that can benefit from ultraviolet treatment. 

Referral source: 100% from the community 

Visits: 3904 

New patients: 132 

Waiting list: nil 

ALOS: 9.8 weeks 


In-Patient Rehabilitation: 
Beds: 39 (21 locomotor, 18 neurological) 


Goal: To maximise functioning and discharge home 
Model: interdisciplinary. 
New admissions last year: 368 patients. 


Criteria for admission: suffer from a physical disability, has the desire and capacity to participate in 
the program, must agree on realistic goals, must require the services of the interdisciplinary team. 


Referral source: 80% from the Civics 
10% other institutions 
10% home 


Referral process: Physician referral and assessment by the physiatrist before being accepted. 
Waiting list: 5 to 6 people 

ALOS: approx 38 days. 

Funding: approximately $1.5 mil 


Discharges: 70% home 
25% LTC/retirement/chronic care/ 
5% acute care 


Day Hospital Program: 

This program serves people living in the community and was established 4 years ago. It will 
accommodate 22 patients a day. (10 neurological, 12 locomotor) 

NO. of visits: 3,106 

Criteria for admission: Capable of living safely at home, require at least two of the therapies offered, 
medically stable, must provide and take own medication. 

Waiting list: 6 patients 

ALOS: 6 to 8 weeks 


Oncology rehabilitation: In-patient 

# Beds: no specific beds allotted 

integrated into neuro and locomotor programs 

Process has begun for the development of a specific rehabilitation oncology program 


CHEDOKE MCMASTER HOSPITAL: 


The rehabilitation centre at the Chedoke campus operates eight interdisciplinary rehabilitation 
programs. 


Spinal Cord Injury: € 
In-patient beds: 12 (specialized rehabilitation/transitional living) Also may be treated in day hospital 
spaces and outpatient clinics. 


Criteria: priority is given to injuries to the spinal cord following trauma, spinal cord disorders 
secondary to other medical conditions are also treated. 

avg age=45 

Goal: maximize functioning and return to independent community living. 

Model: interdisciplinary. 

New admissions: 12 

Referral source: From acute care facilities, community facilities and home. 

Referral process: Intake process includes determination if the program care offer treatment that will 
make a difference. 

ALOS: 91.7 

Discharge: Most to home environment, some require alternate level 

of care. 


Acquired Brain Injury: 

In-patient Beds: 18 to 20 (specialized rehabilitation, transitional living and behaviourial rehabilitation.) 
Also may be treated in day hospital spaces, outpatient clinics, outreach servicess(MOH), community 
services(fee for service) 

Criteria: Acquired brain injury 
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Model: interdisciplinary 

New admissions: 52 

Referral source: Acute care hospital, community facilities 
Waiting list: 1 

ALOS: 102 days 

Funding: $2,775,584 

Discharged: Home or alternate level of care. 


Stroke: 

Inpatient Beds: 14 (specialized rehabilitation, transitional living and behaviourial rehabilitation) 
Criteria: complex stroke avg age= 65.2 

Model: Interdisciplinary team 

New admissions: 74 

Referral source: acute care hospital, community facilities. 

No. on waiting list: 12 

ALOS: 615 

Discharge: home or alternate level of care. 


Amputee: 

In-patient beds: 6 (Transitional living, day hospital) 

Goal: function independently with a prosthesis. and discharge home. 

Model: Interdisciplinary, and includes a staff member from prosthetics and orthotic department 
Criteria: Amputation ave age=65.9 

Admissions: 30 

Referral source: Acute hospital, 

No. on waiting list: 5 

ALOS: 46 days 

Discharged: home or alternate level of care. 


Rheumatology: 
Inpatient beds: 5 to 6 (transitional living/ self care) also may include day hospital and out-patients. 


Goal: Functional rehabilitation(preventative, restorative, maintenance) through a self-directed learning 
model. 

Model: Interdisciplinary. 

New admissions: 146 

Criteria: rheumatic diseases ave age=58 

No. on waiting list: 90 

ALOS: 28 days 


Respirology: 
In-patient beds: 5 (transitional) Also may use day hospital spaces and out-patient clinics. 


Goal: Lifestyle strategies centre on maximizing abilities associated with activities of daily living. 
Criteria: dyspnoea due to lung disease, Adults with compromised vocational and recreational abilities. 
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Model: Interdisciplinary. 
New admissions: 64 
No. on waiting list: 23 
ALOS: 30.6 days 


Pain Program: 
In-patient beds: 6 residential, as well may use day hospital spaces and out-patient clinics 


Goal: Lifestyle adaptation and development of coping skills. 
Criteria: Chronic pain 

New admissions: 70 

No. on waiting list: 56 

ALOS: A 4 week residential and day program. 

(day program serves clients sent by third party providers and WCB.) 


Substance Abuse: 
In-patient beds: 31 residential. 


Goal: To treat addicted adults. 

Criteria: addiction 

Model: Interdisciplinary, with close collaboration with detox centres, community agencies and local 
industries. 


New admissions: 222 
ALOS: Four week residential component and 2 years of structured follow-up support. 


Day Hospital: 


There are 30 places. 
Visits: 5,465 


CLINICS: (out-patient) 
Visits: general rehab- 256 
Neuro/stroke - 489 
ophthalmology- 95 
pain -1,885 
PM&R -1,883 
respirology -980 
rheumatology-3,292 
spinal chord-413 
pain clinic -824 
hand clinic -375 
Total - 10,492 visits 


Chedoke Child and Family Centre: 


Numerous smaller programs and services are provided. 
Total visits: 75,000 

Active cases: 4-5,000 

Budget: 12 mil. 

Many different funding sources 


Hamilton Psychiatric Hospital: 
ABI Program: This program offers a transdisciplinary team approach to patient directed 
rehabilitation. Treatment consists of a short-term inpatient assessment, individual treatment plans, 
community re-integration and short follow-up. A family education and support program is also 
offered to primary caregivers. 
Beds: 10 (only 7 used so far) 
Referral source: Provincial program serving Ontario. 
New admissions: 19 (1994/95) 
Length of time waiting: 4 to 6 weeks 
Criteria: 16 to 60 years. Single insult brain injury, severe behavioral difficulties which require 
residential management. May also be experiencing psychiatric difficulties. Condition of 
admission include that the client be medically manageable at the HPH, and that a discharge 
environment is available. 
ALOS: 3 to 12 months 
Discharge to: a strong social support system as well as the designated discharge environment 
is determined before admission. 


ST. PETER'S HOSPITAL: 


St Peter's Hospital's rehabilitation services focus on the specialized needs of the elderly and are 
provided in a patient-centred, multidisciplinary assessment, diagnosis and treatment environment. 
Services encompass inpatient, day-patient and outpatient/clinic rehabilitation activity. 


Day Hospital Program: 


This is an out-patient program with an interdisciplinary approach to the delivery of rehabilitation. 
Goal of the program: To maximize functional ability and to maintain community living. 


(1994/95) 
No. visits- 5706 
No. admissions - 178 
Criteria for admission-two professional services, preferably 65 years, live in Hamilton-Wentworth, 
progressive rehabilitation goals 
Referral source :(for community services) 
35% family physician 
20% home care 
22% acute care 


18% falls clinic 
5% retirement homes 
Waiting list: 3-5 people 
Length of wait: ave. 14 days 
ALOS: 40 visits or 4 months 
Discharged to- 2% chronic care 
5% LTC 
1% acute care 
3% hame with home care 
29% home with social program eg SAM 
64% home without support 


Budget: $941,025 
Out-Patient Rehabilitation: 


(1994/95) 
visits: 3830 
No. admissions: 123 
Criteria: must require either physiotherapy or occupational therapy, progressive rehabilitation goals 
preferably 65 years, live in Hamilton/Wentworth. 
Referral source: received from (for total community services) 
35% family physician 
20% home care 
22% acute care 
18% falls clinic 
5% retirement homes 
Waiting list: 2-6 people, 
Length of wait: 22 days 
ALOS: 32 visits or about 3 months 


_Budget: $180,461 


Discharged to: (for community services) 
2% chronic care 
3SYoeLTC 
1% acute care 
3% home with home care 
29% home with social support eg SAM 
64% home without support 


Seating Clinic: 


Referrals: From physicians and other health care professionals in Central West and neighbouring 
Regions. 


Visits: 268 € 
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Budget: $53,796 


Chiropody Clinic: 

Referrals: From physicians and other health care professionals in Hamilton-Wentworth. 
Visits: 5470 

Budget: $269,382 


Falls Clinic: 
Visits: 92 (annualized) 


Movement Disorders Clinic: 
Visits: commenced operation in Fall of 1995 


Dental and optometry Clinics: 
Visits: restricted numbers due to developmental nature of the clinic or resource availability. 


In-patient Stroke Rehabilitation Program: 
Goal: To increase functional disability and discharge home. 
Model: Interdisciplinary approach 
Beds: This is a 34 bed unit, 8 to 10 of which are used as intake and initial assessment beds. 16 of the 
beds are occupied by rehab patients and this is considered an average. 
Admission Criteria: Have suffered a stroke, have the potential for improvement, goals that require 
interdisciplinary approach to care. 
Referral source: Majority from acute care hospital, some from home care. 
Referral process: a few through PCS, most through direct referral 
Waiting lists: Short 
ALOS: 81 days for discharge home 
509 days for discharge to LTC facility 
Budget: $1,480,903 (global) 
Discharged to: 18 home, 17 to LTC facilities 


Musculoskeletal Rehabilitation Program: 
Goal: to increase functional ability and discharge home. The program primarily focuses on the 
rehabilitation of patients with fractured hips, knee and hip joint replacements, other orthopaedic 
procedures and arthritis. 
Model: Interdisciplinary approach. 
Beds: This is a 34 bed unit. 14 of the beds are occuppied by rehabilitation patients and this is 
conidered an average. 
Admissions: 50 (direct referral) 


Referral source: most from acute care(St. Joseph's & HGH) 
- a few from home and 1 from LTC 

Waiting lists: 4 patients 

Length of wait: 4 days 

ALOS: 95 days 
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Discharged to: home - 14 
LIC=31 
Budget: $1,184,770 Global 


(After April and due to restructuring, there will be one 34 bed rehabilitation unit.) 


Other Programs: St. Peter's Hospital patient care programs have a rehabilitation component in order 
to enable each patient to achieve their greatest degree of independence which may include discharge 
to a less dependant level of care. 


Note: All budget figures are global (MOH) and include the actual program/services cost together with 
the program's/services's allocated share of the hospital's total overhead costs (fixed and general 
administration). The hospital does not have any programs that are specifically funded. 


HAMILTON WENTWORTH HOMECARE 
Rehabilitation services according to individual need, and assesses for WCB and Ontario Insurance 
Commission. 


Nursing provides up to 4 visits a day 

Homemaking 60 hrs. per week 

Therapy manage to budget,--treat and progress to self care 
Total therapy visit not to exceed 3 visit per week 

Home care is Ist payer and then insurance 


School home care: 
Referrals for therapy: 597 
Total therapy visits: 10,519 


Regular home care: 
Referrals for therapy: 10,068 
Total therapy visits: 50,789 


Waiting list: PT- 75 

OT- 444 

SLP- 42 

NUT- 38 

SW- 60 
Length of wait: 1 to 6 months (the longest being SLP) 
Source of referrals: 78% hospital 

22% community 
Criteria: needs cannot be met on an out-patient basis, 
home is suitable, family willing to participate when required. 


B:\datareha € 
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COMPREHENSIVE HEALTH CARE PLAN 
CONTINUING CARE 


CURRENT PICTURE OF LONG-TERM CARE 
IN HAMILTON-WENTWORTH 


Definition: What is Long-Term Care 


Long-term care refers to the broad range of personal care, support and health services 
provided to people who have limitations that prevent them from participating independently 
in everyday activities.’ (See Endnotes) 


Target Populations: Who are the Consumers of Long-Term Care 


The people who use LTC services are the following consumer groups and their informal 
caregivers: 


° elderly persons in need of long-term care and support services; 


. adults (16 years or more) with physical disabilities who need help to work, go to 
school or take part in day-to-day activities; 


° children and adults of any age who require health services at home or at school 
including those who need care at home for short periods while recovering after being 
hospitalized’. 


In addition to the three major groups of service users, LTC consumers include people with 
acquired brain injury or HIV/AIDS. They also include people with developmental disabilities 
who are aging and need services available for seniors; and, they include people with two or 
more disabilities. Individuals in these various groups share similar needs but they also have 
unique needs. 


In long-term care (LTC), the families, friends and neighbours who provide consumer support 
and care are referred to as "informal caregivers" (i.e., unpaid caregivers) in contrast to 
"formal caregivers" who are the paid personnel of the service agencies. 


Funding: How Much Funding is Allocated to Long-Term Care 
Community Services 


The total community base funding reported for 1993/94 for Hamilton-Wentworth was 
$50,466, 133°. That was calculated to be $106.84 per capita when the provincial average was 
$83.46 per capita. A major portion of the 1993/94 base funding was budgeted for the 
Hamilton-Wentworth Home Care Program ($39,400,000). 


An equity funding formula was used to allocate new funding for community services. Because 
Hamilton-Wentworth was found to be above the Provincial average, the Region did not 
receive any equity dollars. Hamilton-Wentworth was allocated an estimated $566,742 in 
incremental dollars and $219,008 in rural subsidy for an estimated total of $785,750 
additional annualized funds. As of February 1996, these additional funds have not been 
confirmed. The Hamilton-Wentworth LTC Annual District Plan for 1996\97 was submitted 
to the Ministry of Health in December 1995. This first LTC Annual Plan included 
recommendations to the Minister of Health regarding the allocation of the incremental dollars 
in the funding envelop. 


LTC Facilities 


The DHC has not been given specific information on the funding of LTC facilities in 
Hamilton-Wentworth. According to B. Pond, Program Supervisor, LTC Area Office, an 
approximation of the facility funding is provided by $90/day x 365 days x 2477 beds 
= $81,369,450. 


Services: Which LTC Services are Funded by the Ministry of Health 


The following is a description of long-term care (LTC) services funded by the Long-Term 
Care Division of the Ministry of Health. The volume of services and expenditures have been 
outlined in tables using the continuing care service framework. The tables include the 
projected number of units of service, the projected number of clients served, the budgeted 
expenditures for 1995/96, and the municipalities in which the services are provided. 


4.1 Health Promotion 


The initial level of the inverted triangle framework adapted for this report, is concerned with 
health promotion, disease prevention, the development of health public policies, the creation 
of physical and social environments supportive of health, and the strengthening of community 
action. The multi-year plan for LTC services is being prepared to reflect the values and 
principles of health promotion. Many of the current LTC services include an orientation to 
health promotion. For example, the adult day programs and the coordination of services in 
seniors' buildings have health promotion as an integral part of their services. 


It is difficult to isolate those agencies which integrate health promotion and disease prevention 
within their services. Therefore, the health promotion section of Table 1 lists only the eight 
elderly persons centres which are social and recreational centres for seniors. In 1994/95, 
these centres reported a total 5,161 members and a total annualized budget of $199,522‘. The 
1995/96 Financial and Service Data provided by the LTC Area Office has not included 
volume of service or financial data on the elderly persons centres. Five of these centres are 
located in Hamilton. There are two in Stoney Creek and one in Ancaster, but none in Dundas, 
Flamborough or Glanbrook. 


TABLE 1. HEALTH PROMOTION 


PROGRAM Number} Number | Expenditure | Location 
of Units | Served 


Elderly Persons Centres: 
Stoney Creek 
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Social and recreation centres for 
elderly persons. 


Ada Bland Senior Citizens Centre 


Ancaster Senior Achievement Centre 


4.2 Support and Education & 


Several LTC services have support and education as a major component of their service to 
LTC consumers or informal caregivers. Just as most LTC services have a health promotion 
orientation, it is important to acknowledge that all LTC services provide elements of support 
and education. 


Information & Referral Services. These are support services designed to link individuals 
with the appropriate community support services, in order to alleviate or eliminate a need. 
The service can provide information, advice and referral, personal help, emotional support and 
follow-up on referrals’. The unit of service is one telephone inquiry or visit to the office in 
which an inquiry is made and information is provided. In 1994/95, a total of 11,866 contacts 
were reported along with an annual budget of $178,730. The 1995/96 Financial and Service 
Data reflect a reorganization and redefinition of some of the services. Table 2 lists five 
agencies offering an estimated 17,232 contacts of information and referral assistance in 
1995/96 for a total expenditure of $256,352. 


TABLE 2. SUPPORT AND EDUCATION 


PROGRAM Number| Number | Expenditure| Location 
of Units | Served 
[Information & Referral: || | 


Disability Information Service Helpline 2750 2338 $112,140) Hamilton- 
<a 


Dundas | Dundas Community Services Services ee $10,709 /Dundas | 
Glanbrook Home Support 1400 200 $13,003) Glanbrook 


Hamilton Dante Centre for Italian 12000 3500 $95,788) Hamilton- 
Language and Culture Inc. Wentworth 
St. Matthew’s House $9,952} Hamilton- 

eee 


Wesley Urban Ministries ae $14,760 Hamilton | 
TOTAL 17232 6805 $256,3 iG, 28 gee || 


Case Management. Case Management Services include assessment, determination of 
eligibility and coordination of homemaking services and professional services’. The unit of 
service is one case. Case management services were not reported as a separate service in the 
1994/95 utilization data. The 1995/96 Financial and Service Data designated two providers 
of case management services: Brain Injury Services of Hamilton and Catholic Family Services. 
Case management is also a major component of the Hamilton-Wentworth Home Care 
Program. The 1995/96 data on the Home Care Program obtained by special request did not 
include financial and service information about case management. 


se ) TABLE 2, SUPPORT AND EDUCATION CONTINUED 


PROGRAM Number| Number | Expenditure | Location 
of Units | Served 
CASE MANAGEMENT mee 8 eS 
Brain Injury Services of Hamilton 2829 36 $93,830) Hamilton- 
Wentworth 
Catholic Family Services 4100 220 $169,943] Hamilton- 
Wentworth 


Eee, seven eco ee ORIG ere a 


Hamilton-Wentworth Home Care Hamilton- 
Program Wentworth 
TOTAL caf 2s 8263,773) 


Friendly Visiting. Friendly visiting services are also support services which match a 
volunteer on a one to one basis to visit an isolated senior or physically disabled adult in their 

» home on a regular basis. The unit of service is one visit’. Nine agencies provide friendly 
visiting in Hamilton-Wentworth. In 1994/95 they delivered 114,558 units of service to 1,936 
clients and their gross expenditures were $477,107. In 1995/96 it is estimated their volunteers 
will make 37,103 visits to 3,106 clients at a total service cost of $467,084. LTC planning has 
not yet had the opportunity to explore the reasons for the different levels of service. 


TABLE 2. SUPPORT AND EDUCATION CONTINUED 


PROGRAM Number | Number| Expenditure | Location 
of Units | Served 
Catholic Family Services 4495 1143 $50,131) Hamilton- 
Wentworth 


Dundas Community Services 336418 $2,917] Dundas 
Family Services of Hamilton- $46,540} Hamilton- 
Wentworth Wentworth 
Hamilton Dante Centre for Italian $1,754] Hamilton- 
Language and Culture, Inc. Wentworth 
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St. Elizabeth Visiting Nurses' 00 $67,562} Hamilton- 
Association of the Diocese of Wentworth 
Hamilton 
St. Matthew’s House 24 $9,952) Hamilton- 
Wentworth 
VON - Hamilton-Wentworth 


Volunteer Placement Service. In Hamilton-Wentworth, Senior Talent Bank is a seniors 
volunteer bureau to recruit, train and place long-term care volunteers in agencies that provide 
LTC services directly to seniors’. The unit of service is the number of volunteers in an agency 
serving LTC clients. Last year the services of Senior Talent Bank was not documented 
independently. This year the Bank has an approved budget of $40,098 to deliver an estimated 
15,000 units of service. 


TABLE 2. SUPPORT AND EDUCATION CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 
Volunteer Placement Services | | | | 


Senior Talent Bank Hamilton- 15000 370 $40,098) Hamilton- 
Wentworth Region Wentworth 


Caregiver Support Service - Information and Education Service. These are services 
which provides information and education to caregivers in group or individual sessions*. The 
unit of service is one hour of information or education. There are four agencies funded to 
provide these services. This year they are funded a total of $167,980 to provide over 13,000 
hours of information and education to a projected 6,098 clients. Utilization data on caregiver 
support services for 1994/95 are not available. 


TABLE 2. SUPPORT AND EDUCATION CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 
Information and Education 


Service: a a 


Dundas Community Services 264 $5,503] Dundas 
First Place Hamilton Inc. 150) 325 $90,031| Hamilton | 


3 
Hamilton Jewish Home for the 680 30 $8,319} Hamilton- 
Aged - Shalom Village Wentworth . 
The Alzheimer Society for Halton- 10473 5479 $64,127); Hamilton- 
Wentworth Wentworth 


TOTAL 13196 6098 $167.98] 


Caregiver Support Service 


Caregiver Support Service - Support and Counselling Service. Three agencies currently 
provide support or counselling to caregivers either in group or individual sessions’: Dundas 
Community Services, the Hamilton Jewish Home for the Aged - Shalom Village, and the 
Alzheimer Society for Halton-Wentworth. The unit of service is one hour of counselling. 
They have been funded $181,767 in 1995/96 to provide an estimated 7,759 hours of 
counselling to 1,658 clients. 


TABLE 2. SUPPORT AND EDUCATION CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 
Dundas Community Services 2369 533 $23 447|Dundas 


Hamilton Jewish Home for the Aged 1380 $26,868} Hamilton-Wentworth 
- Shalom Village 

The Alzheimer Society for Halton- 4010 1065 $131,452} Hamilton-Wentworth 
Wentworth 


TOTAL 7759 1658 $181,767 


Caregiver Support Service - Respite Service. Respite services are an important source of 
support for caregivers. Several LTC providers offer different forms of respite but two 
agencies (the Alzheimer Society of Halton-Wentworth and VON) are specifically funded to 
offer support in a client's home to enable family or friends to have relief from their caregiver 
role and to help relieve stress placed on family relationships’. The unit of service for respite 
care is one hour of service. These agencies expect to provide a total of 31,735 hours of 
respite to 317 caregivers this year. A total budget of $383,508 has been approved for these 
services. 


TABLE 2. SUPPORT AND EDUCATION CONTINUED 


PROGRAM Number| Number | Expenditure | Location 
of Units | Served 


it ea EES 
$4,860 Hamilton- 
Wentworth 


The Alzheimer Society for Halton 14635 210 
Wentworth 
VON - Hamilton-Wentworth 17100 107 $378,648] Hamilton- 
Wentworth 
317 


Caregiver Support Service - Volunteer Hospice Visiting Service. The remaining funded 
support for caregiver service is provided by VON volunteers who are recruited, trained, and 
supported to provide support to individuals in receipt of palliative care’. The unit of service 
is one hour of visiting. This year the VON was funded $52,586 to deliver 80,000 hours of 


visiting to a projected 1,070 palliative care clients. 
PROGRAM Number} Number | Expenditure | Location 
of Units | Served 


Volunteer Hospice Visiting Services| ||| 


VON - Hamilton-Wentworth 80000 1070 $52,586 Hamilton- 
Wentworth 


TABLE 2. SUPPORT AND EDUCATION CONTINUED 


4.3 Primary Care/First Assessment 


Although there are no LTC services which can be specifically designated as primary care 
services (Table 3), many do contribute to primary care. Certainly the Home Care Program and 
other agencies work closely with family physicians. Community support services which are 
part of the new interdisciplinary team offer primary health services. To receive these services, 
consumers and caregivers must be assessed. Indeed, repeated assessments is a problem being 
addressed by LTC reform. One of the goals of the interdisciplinary teams is elimination of 
unnecessary assessments. 


TABLE 3. PRIMARY CARE/FIRST ASSESSMENT 


PROGRAM Number| Number | Expenditure Location 
of Units | Served 


Nie on serene aa ech tell ie tl see a we 


4.4 Community-Based Ambulatory Services 


This level of the service framework identifies services based in the community rather than in 
people's homes (Table 4). These are services which seniors and individuals with disabilities 
attend on an ambulatory basis. 


Adult Day Service: The Ministry of Health currently funds nine agencies to provide 
supervised activities in a group setting to assist individuals achieve and maintain their 
maximum level of functioning, to prevent premature and inappropriate institutionalization and 
to provide respite and support for caregivers’. The unit of service is one full day equivalent. 
Last year twelve agencies were reported to have provided 85,419 days to 15,274 clients. In 
the new budgeting system, the Ministry approved a total budget of $1,698,618 for the nine 
agencies listed in Table 4 to offer 73,712 days of adult program to 1,765 clients. The variance 
in number of clients from last year to this may be due to the reclassification of services. 


5 TABLE 4. ©.COMMUNITY BASED AMBULATORY SERVICES 


PROGRAM Number | Number | Expenditure} Location 
of Units | Served 


Adult Day Service: PAN Kia lien Feeble so aet 


Hamilton-Dante Centre for Italian Language 4400 110 $17,518} Hamilton-Wentworth 
and Culture, Inc. 

Hamilton East Kiwanis Boy’s and Girls' 2000 65 $108,120) Hamilton-Wentworth 
Club Inc. 

Hamilton Jewish Home for the Aged - 15288 81 $98,966} Hamilton-Wentworth 
Shalom Village 


$9,735} Hamilton-Wentworth 


Region of Hamilton- Wentworth Seniors 4000 125 $202,910) Hamilton-Wentworth 
Day Program (Macassa Lodge) 


Salvation Army - Golden Agers Centre 23500 651 


Seniors Activation Maintenance Program of 12000 3 $444,506) Hamilton-Wentworth 
Hamilton Inc. 


25 
VON - Hamilton-Wentworth 4300, 182 $353,810) Hamilton-Wentworth 


TOTAL 
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Transportation: The availability of transportation to medical appointments, shopping, and to 
participate in various social activities and programs? is crucial for access to LTC and other 
services. The unit of service is a 1 way trip. In 1995/96, eight agencies have been funded a total 
of $311,961 to provide 30,762 one-way trips for an estimated 975 clients. This an increase over 
last year's actual budget of $204,134 for 21,746 trips for 942 clients. 


TABLE 4. COMMUNITY BASED AMBULATORY SERVICES CONTINUED 
Number| Number | Expenditure | Location 
of Units | Served 
ae $1,650} Hamilton-Wentworth 


$5,811] Dundas 
ieee $17,501} Glanbrook 
$38,454) Hamilton-Wentworth 
$22,516) Hamilton-Wentworth 


15 
30 
400 $119,586} Ancaster, Hamilton, 
| 


PROGRAM 


Transportation: 


Canadian Reformed Society for the Aged - 
Ebenezer Villa 

Dundas Community Services 260 
Glanbrook Home Support Programme Inc. 


Hamilton Jewish Home for the Aged - 
Shalom Village 
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St. Elizabeth Visiting Nurses' Association of 800 
the Diocese of Hamilton 


The Canadian Red Cross, Ontario Division, 
Hamilton Branch 


and Stoney Creek 
The Canadian Red Cross Society, Ontario 
Division, Flamborough Branch 

$85,208) Glanbrook 

Diners Club/Wheels to Meals/Congregate Dining: Social isolation puts people living alone at 
risk. Congregate dining provides a nutritious meal at a central location, on pre-arranged days. The 
service should include social activities as well as transportation’. The unit of service is one meal 
served. In 1994/95, Hamilton-Wentworth had three agencies offering wheels to meals. This year 
with the new budget process and service definitions, the Ministry of Health has designated nine 


congregate dining programs (Table 4) and approved a total budget of $755,743 for 100,481 meals 
for 3,248 people. 


Participation House 


TOTAL 
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TABLE 4. COMMUNITY BASED AMBULATORY SERVICES CONTINUED 
PROGRAM Number| Number | Expenditure | Location 
of Units | Served 
neni Coeret i ond ee oe 
Re 


CNIB - Hamilton - Transitional Training 
Centre 


Meals/Congregate Dining: 
193,435} Hamilton-Wentworth 


Hamilton Jewish Home for the Aged - 
Shalom Village 


Participation House 


160,379) Hamilton-Wentworth 
| 142] $20,614 Hamilton-Wentworth 
$ 


St. Elizabeth Visiting Nurses' Association 
of the Diocese of Hamilton 


St. Matthew’s House 


$ 
$127,633] Hamilton-Wentworth 
$ 
$ 


Salvation Army - Golden Agers Centre 
14 


— 
Pe | 
eS) 

Hi 


0 
70 


| 4403 $20,616} Hamilton-Wentworth 
ani 

Visiting Homemakers Association - mre 

Aging-in-Place Project 

Welcome Inn Community Centre of 
| 11700 $69] Hamilton 
[10048 


Hamilton 
11700 2000 $36,569} Hamilton 
3248 $755,743 


Life Skills Services. Four LTC service providers are currently funded to offer life skills services 
in addition to what can be provided as part of the personal support / attendant service (Table 4). 
The services teach the activities of daily living and the necessary skills to increase personal 
independence through working with consumers and family members’. The unit of service is one 
hour of time spent with the consumer. Last year there was only one agency funded $271,043 to 
provide life skills training. This year the approved budget is $1,240,103 for 102,959 hours of 
training for 153 clients. The significant increase in these life skills training is explained in part by 
the reclassification of services. 


Wesley Urban Ministries 


JSS 
Jes 
(=) 
WwW 


TOTAL 
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TABLE 4. COMMUNITY BASED AMBULATORY SERVICES CONTINUED 


PROGRAM Number} Number | Expenditure} Location 
of Units | Served 
, | 18 $388,495] Hamilton-Wentworth_ 
30 
26 


Brain Injury Services of Hamilton 18772 $388,495} Hamilton-Wentworth 


CNIB - Hamilton - Transitional Training Cs ae $468,205} Hamilton-Wentworth 
Centre 


$7,382 


Binbrook Residence 70200 67 $328,212} Hamilton-Wentworth 
Stoney Creek Project 2080 2 $47,809 
3 


Rehabilitation Teaching (Adjustment to Blindness). The Canadian National Institute for the 
Blind has been funded $200,704 in 1995/96 to deliver 4,800 hours of rehabilitation teaching to 30 
clients. This service is provided by trained rehabilitation teachers to vision impaired consumers. 
Areas of training include: home management, communication skills, personal management, leisure 
skills, technological aids’. The unit of service is one hour of service. Rehabilitation teaching was 
not reported as a separate service in 1994/95. 


Dundas Community Services 


Participation House 


TABLE 4. COMMUNITY BASED AMBULATORY SERVICES CONTINUED 


Rehabilitation Teaching (Adjustment to 
Blindness) 


CNIB - Hamilton - Transitional Training 
Centre 


4.5 Community Care - Support in Homes 


In addition to services delivered in the community, long-term care includes extensive health and 
support services provided in individuals' homes (Table 5). 


Meals-on-Wheels. Hamilton-Wentworth has four funded meals-on-wheels services. Another 
service in Dundas is a totally volunteer service. These services deliver meals to homebound 
individuals to meet their nutritional needs’. The unit of service is one meal delivered. In 1994/95 
the agencies were funded $951,876 and delivered 112,928 meals to 1,922 clients. For reasons yet 
to be determined, the agencies were approved a slightly smaller budget ($927,575) to provide an 
estimated 111,750 meals to slightly fewer people (1,770). 


TABLE5. COMMUNITY CARE - SUPPORT IN HOMES 


PROGRAM Number | Number | Expenditure | Location 

of Units | Served 
Canadian Red Cross Society - 2500 5) $32,334 | Flamborough 
Flamborough 


Glanbrook Home Support Programme Inc 2200 $28,520 | Glanbrook 


VON - Meals on Wheels 104750 1600 $843,420 | Hamilton- 
Wentworth 


TOTAL 111750 1770 3921575 eee a 


Case Coordination Service (Supportive Housing). These services are associated with 
supportive housing and include ongoing assessment and monitoring of seniors’ requirements for 
support services and assistance in coordinating and arranging for the delivery of these services. 
The service is usually provided during regular office hours, five days a week. The unit of service 
is one hour of direct service to a consumer. This is a new classification of service for 1995/96. 
Table 5 lists the four agencies which have been funded a total of $497,563 to provide 29,571 hours 
of service coordination to a projected 846 residents in supportive housing. 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 
PROGRAM Number | Number | Expenditure | Location 
of Units | Served 


$286,204 | Hamilton- 
Wentworth 

$65, 

$34, 

$ 


Case Coordination Service (Supportive 
Housing) 


65,616 | Hamilton- 
Wentworth 

34,945 | Hamilton- 
Wentworth 

110,798 | Hamilton- 
Wentworth 


PA) $497,563 


Security or Reassurance Service. Providing isolated persons with regular contact to reassure 
them that help is available if and when needed enables people to remain in their homes. The unit 
of service is one completed contact. Last year three agencies were reported to have provided 
reassurance to 583 individuals through 129,216 contacts. This year five security/reassurance 
services have been identified by the Ministry (Table 5). Together they have been funded $251,939 
to provide an estimated 150,332 units of service to 1,698 individuals. 


Visiting Homemakers Association - 
Aging-in-Place 


36 
150 
46 
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TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 

of Units | Served 
Hamilton Dante Centre for Italian 8750 175 $1,754.00 | Hamilton-Wentworth 
Language and Culture, Inc. 
Hamilton Jewish Home for the Aged - 32032 53 $81,555.00 | Hamilton-Wentworth 
Shalom Village 
St. Elizabeth Visiting Nurses' 4500 20 $16,119.00 | Hamilton 
Association of the Diocese of Hamilton 


Tele-Touch Seniors 104000 $101,861.00 | Hamilton- Wentworth 


The Alzheimer Society for Halton- 1050 1050 $50,650.00 | Hamilton-Wentworth 
Wentworth 


TOTAL 150332 1698 | $251,939.00 ey ee 


Home Help/Homemaking. These services are provided by non-health personnel to assist with 
routine household activities such as light housekeeping, shopping and meal preparation. Grocer- 
Ease and the "Aging-in-Place" project are the two designated home help services at the present 
time. This year they have been funded $205,786 to assist 310 people with their shopping and meal 
preparation. 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served | 
$171,225 | Hamilton-Wentworth 
Visiting Homemakers Association - 1500 $34,561 | Hamilton 
Aging-in-Place Project | 
i9 e: 


$205,786 
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Home Maintenance and Repair. This is a support service which provides or arranges for an 
individual worker or company to undertake a home maintenance and repair job. The unit of service 
is one job arranged or one hour of service. Hamilton-Wentworth currently does not have a funded 
home maintenance service. The Visiting Homemaker Services does assist people access such 
services at cost. 


Homemaking Services. This is a different classification of support services to people in their 
homes that includes house cleaning, laundry, shopping, meal preparation, and caring for children. 
This year two agencies have been classified as providing this category of in-home services. They 
have been funded $115,275 to assist 73 residents (13,762 units of service). 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 


$94,950 | Hamilton-Wentworth 


ssa] 


$20,325 | Hamilton-Wentworth 


Personal Support Services or Attendant Service. Many individuals with physical disabilities 
require personal support or attendant services. These services promote independent living through 
assistance with personal care such as toileting, personal hygiene, dressing, and transferring” The 
amount of time and frequency with which these services are required is reflected in the magnitude 
of the budgets. There are six supportive housing service providers currently receiving funds. 
Others have been approved for funding but the associated housing projects are still under 
development. In 1995/96 the total approved budget for personal support and attendant care 
services 1s $5,775,373. These funds are intended to support the provision of 232,925 units of 
service for an estimated 258 residents. 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 

Personal Support Services or Attendant 

Service: 


Canadian National Institute for the Blind 11040 $589,983 | Hamilton-Wentworth 
Conway Opportunity Homes Inc. $412,740 | Hamilton-Wentworth 
A 
$ 


Funding for these supportive housing 
services have been approved but the 
housing project is still being developed 


Hamilton Integrated Living Project 


Helen Homes 


Good Shepherd Non-Profit Homes Inc. & Hamilton-Wentworth 
N/A N/ 


Humana House 
N/A 
32120 505,748 


N/A N/A N/A 


Hamilton-Wentworth 


Hamilton-Wentworth 


Funding for these supportive housing 
services have been approved but the 
housing project 1s still being developed 


Participation House Hamilton-Wentworth 


Binbrook residence 


$1,492,811 


$328,881 


Stoney Creek Project 


Attendant Care Outreach 25 $225,198 


Oe 
anton Weve | 


. Central Place $404,398 | Hamilton-Wentworth 


10064 $220,821 | Hamilton-Wentworth 


St. Elizabeth's Visiting Nurses Association 
_ 191 Main Street West Project 19500 20 $159,393 | Hamilton-Wentworth 
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Professional Services. These services are provided in the home, at places of work and in schools. 
They include nursing, physiotherapy, occupational therapy, speech-language pathology, nutrition 
and social work services. Each of these professional services are defined in Table 5. Most, but not 
all of these services are provided by the Hamilton-Wentworth Home Care Program (See 
Appendix E for a more detailed discussion of the Home Care Program). Four other agencies also 
provide social work services: Catholic Family Services, Canadian National Institute for the Blind, 
Dundas Community Services and St. Matthew’s House. The Home Care Program units of service 
reported in Table 5 were obtained from a special data request to the Ministry of Health, June 1995. 
The number of clients served and the budgets for the Home Care professional services are not 
available. 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units Served 


= iS 


Hamilton- Wentworth 


Nursing: 


The practice of nursing is the promotion 
of health, assessment, provision of care 
and treatment of health conditions by 
supportive, preventive, therapeutic, 
palliative and rehabilitative means in 
order to attain or maintain optimal 
function. The unit of service is one visit. 


Hamilton-Wentworth Home Care Program 


Professional Services 


Physiotherapy: 


The practice of physiotherapy is the 
assessment of physical function and the 
treatment, rehabilitation, and 
prevention of physical dysfunction, 
injury or pain to develop, maintain, 
rehabilitate or augment function or to 
relieve pain. The unit of service is one 
visit. 


Hamilton-Wentworth Home Care Program 


Occupational Therapy: 


Fecniene Wentworth 


Hamilton- ereanith 
$30, 622 Hamilton-Wentworth 


The practice of occupational therapy is 
the assessment of function and adaptive 
behaviour, and the treatment and 
prevention of disorders which affect 
function or adaptive function in the 
areas of self care, productivity and 
leisure. The unit of service is one Visit. 
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TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number fees Location 
of Units | Served 


Professional Services 

Social Work: 

The discipline of enabling persons and 
families to develop skills and abilities 
necessary to optimize their functioning 
and thus reduce the risk of psycho-social 
breakdown. The unit of service is one 
Visit. 


Catholic Family Services - Case 4100 Paes 943 oa 
Management for Seniors 

CNIB - Hamilton - Transitional Training ars ar Hamilton-Wentworth 
Centre 


Dundas Community Services 2064, 195 rere 
Hamilton-Wentworth Home Care Program 7499 NIA, ON Hamilton-Wentworth 
St. Matthew’s House 105 $49,763) Hamilton-Wentworth 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 
paste oral motor or communication 


Hamilton-Wentworth Home Care Program 4417 | NA] NIA | Hamilton-Wentworth | 
22 © 


Speech-Language Pathology Services: 


The practice of speech-language 
pathology is the assessment of speech 
and language functions and the 
treatment and prevention of speech and 
language dysfunctions or disorders to 
develop, maintain, rehabilitate or 


TABLES. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 


Dietetic Services: 

The practice of dietetics is the 
assessment of nutrition and nutritional 
conditions and the treatment and 
prevention of nutrition related disorders 
by nutritional means. The unit of service 
is one visit. 


Hamilton-Wentworth Home Care Program S073 N/A | Hamilton-Wentworth _| WeAin orth 


Palliative Care Services. The Pain and Symptom Management Service and the Community & 
Facility Palliative Care Interdisciplinary Education were funded in 1994/95. These services are 
described in more detail in the appendix concerning palliative care. 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number omen Location 
of Units | Served 


Palliative Care Services 

Pain and Symptom Management: 

A service to fund a manager/office 
support and expenses to draw Pain and 
Symptom Management Team members 
together. The unit of service is one 
completed consultation with a service 
provider. 


Hamilton Regional Cancer Centre $1 13,121 | Hamilton- entw arth 
& Brant 


Pe 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units | Served 


Community & Facility Palliative Care ie i 


Interdisciplinary Education: 
VON - Hamilton-Wentworth $47,846 | Hamilton-Wentworth 


Hamilton Jewish Home for the Aged - 
Shalom Village 10 10 $1,800 | Hamilton-Wentworth 


Behaviour Management (ABI). In addition to its case coordination, case management, and life 

skills services, Brain Injury Services of Hamilton is funded ($290,543) to provide behaviour 
management (13,171 units) to 36 clients with acquired brain injury. Behaviour management is a € 
service that utilizes learning theory as a basis for the design and implementation of programs for 
individuals that ameliorate inappropriate behaviour and/or train new skills or lead to the 
reacquisition of skills lost through illness, accident or infirmary’. 


This service provides two levels of 
education to front line health care 
staff. The unit of service is one 
completed course. 


TABLE 5. COMMUNITY CARE - SUPPORT IN HOMES CONTINUED 


PROGRAM Number | Number | Expenditure | Location 
of Units Served 


Brain Injury Services of Hamilton 13171 $290,543 | Hamilton-Wentworth 
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g 4.6 LTC Facilities and Placement Coordination Services 


The Placement Coordination Service (PCS) was included with a list of the LTC facilities 
because PCS determines eligibility and authorizes admissions to LTC facilities. The service also 
provides information and referral to LTC community services’. The unit of service is one case. In 
1994/94 the PCS budget was $457,025. This year the approved expenditure has been increased 
to $663,179 with an estimated 4,557 cases (Table 6). 


TABLE 6. LTC FACILITIES 


PROGRAM Number| Number| Expenditure | Location 
of Units | Served 


Placement Coordination: 

This service determines eligibility 

and authorizes admissions to LTC 

facilities. The service also provides 

information and referral to LTC 

community services. The unit of 

service Is one case. 

Placement Coordination Service of 4557 4557 $663,179} Hamilton-Wentworth 
Hamilton-Wentworth 


As of February 1996, Hamilton-Wentworth has 18 LTC facilities with 2,477 beds. The facilities 
include 4 homes for the aged and 14 nursing homes which provide care for elderly persons who 
require a higher level of care than that which can be provided in the community. Four of the 
facilities offer a total of 12 respite beds for which consumers pay $60 to $100. One facility has 
eight subsidized short-stay / respite beds for which a co-payment of $27 per day is charged. 


Total Number of LTC Facilities - 18 (2477 Beds) 


Beacon Hill Lodge (248 Beds) 

Blakadar Nursing Home (80 Beds) 
Clarion Nursing Home (100 Beds) 

Grace Villa (184 Beds) 

Hamilton Convalescent Centre (64 Beds) 
Heritage Green Nursing Home (87 Beds - 25 to be added) 
Idlewyld Manor (101 Beds) 

Macassa Lodge (270 Beds) 

Parkview Nursing Centre (126 Beds) 

Pine Villa Nursing Home (38 Beds) 
Shalom Village (60 Beds) 

St. Joseph's Villa (378 Beds) 

St. Olga's Lifecare Centre (91 Beds) 
Stoney Creek Lifecare Centre (45 Beds) 
The Wellington Nursing Home (102 Beds) 
Townsview Life Care Centre (218 Beds) 
Victoria Nursing Home (75 Beds) 
Wentworth Lodge (210 Beds) 


Respite Beds: 


Full Pay 
Clarion Nursing Home (4 Beds) 
Pine Villa (2 Beds) 
Shalom Village (2 Beds) 
The Wellington Nursing Home (4 Beds) 


Subsidized 
St. Joseph's Villa (8 Beds) 


AT Children's Treatment Centre 


In Hamilton-Wentworth, the children's treatment centre is called the Children's Developmental 
Rehabilitation Programme (CDRP). CDRP is one of twenty children's treatment centres in 
Ontario. In April 1995, the funding of these centres was transferred to the LTC Division. The 
CDRP provides services for children who present with neurological, developmental and/or multiple 
disabilities. In 1994-95, CDRP had a caseload of 569 active cases. The Programme discharged 108 
clients and received 123 referrals over the year. Among the children referred to CDRP in 1994\95, 
38 were two years of age or less, 31 were between 2 and 4 years, and 54 were over 4 years of age. 
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@ TABLE 7 CHILDREN’S TREATMENT CENTRE 


PROGRAM Number| Number| Expenditure | Location 
of Units | Served 
Occupational Therapy 1296 


| 
| 


Augmentative Communication 


Recreation Therapy 


Psychology and Psychometry 1377 
$453,696 


cat 


Zi 
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APPENDIX E 


CONTINUING CARE 


THE HOME CARE PROGRAM 


THE HAMILTON-WENTWORTH HOME CARE PROGRAM 
INTRODUCTION 


Home Care Program services in Hamilton-Wentworth operate within legislation and policy guidelines 
established by the province and are funded by the Ministry of Health. In Hamilton-Wentworth, the 
Home Care Program is currently administered by the Victorian Order of Nurses. Services are 
provided to individuals in their own homes, in lodging homes and long-term care facilities, and in 
schools across the region. Specific services include nursing, homemaking, and a full range of therapy 
services as well as medical supplies and equipment. 


Home Care services provide care for people who would otherwise be in a hospital or long-term care 
facility, for frail elderly persons and for those of all ages with chronic and continuing disabilities. 


CASELOAD 
Over the past five years, admission and caseload levels have more than doubled, reflecting a number 


of well-defined pressures - namely, the growth of the older population, the changes in hospital and 
medical practice and the limited availability of long-term care facilities in the region. 


TABLE 1 HOME CARE PROGRAM CASELOAD 1993/94 


Program Admissions/New Average Length of Stay 
Patients/Transfers in 


13261 


SOURCE: Ministry of Health 
Ontario Home Care Program 
Interim Statistical Report for Fiscal Year 93/94 
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FUNDING 


TABLE 3 HOME CARE BUDGET 1994/95 


1994/95 Base Funding $ 39,409,481 


64,709 
TOTALS $ 40,924,467 


TABLE 4 HOME CARE PROGRAM BUDGET BREAKDOWN, 1994/95 
SERVICE BUDGET COST PER VISIT 


(includes Meals) 


Speech-Language 2% Sil@:31)(.53 bt 
Pathology Visit) 


Nutrition 1% $108.38 (2.25 hr 
visit) 
TOTALS 99.396" 


SOURCE: Jane Worral Hamilton-Wentworth Home Care 
Program, January 1996 
*Rounding Errors 


TABLE 5 


BREAKDOWN OF HOME CARE SERVICE PROVIDED BY PROGRAM 1994/95 


Nursing Homemaker Physio- Occupa- Speech Social Nutrition 
Visits Hours therapy tional Language Work Visits 
Program Visits Therapy Visits Visits 
Visits 


a a eS 


Integrated 62,518 

Homemaking 

Program 

i ae rn AY 


SOURCE: Ministry of Health, Special Retrieval, June 28, 1995 


TABLE 6 


1994-95 HOME CARE UNITS OF SERVICE FOR CLIENTS 65+ 


Enterostomal Therapy 


% of Service for All 


eee a ee 
safc neers eee Pearman Seema 
mnt 


SOURCE: Ministry of Health 
Long-Term Care Community Support Services 
1994-95 Summary 
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TABLE 7 
PRIMARY DIAGNOSTIC CATEGORIES BY NUMBER OF ADMISSIONS 
HOME CARE PROGRAM 1993-94, IN DESCENDING ORDER OF SIZE OF CASELOAD 


DIAGNOSTIC CATEGORY 

: 

: 
Diseases of the Musculoskeletal System and Connective Tissue, 4 
Neoplasm (Malignant & Benign), excluding Malignant Neoplasm of 5 
Diseases of the Nervous System including Multiple Sclerosis & 
Diseases of the Skin & Subcutaneous Tissue a 
Endocrine, Nutritional & Metabolic Disease, excluding Diabetes 202 


SOURCE: Ontario Home Care Program, Interim Statistical Report for Fiscal Year 93/94 
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WAITING LISTS 


TABLE 8 


WAITING LISTS FOR THERAPIES 


Speech Language ZB November 8, 1994 
Pathology 62 (as of January 19, 1996) 


Physiotherapy May, 1995 


Occupational Therapy 400+ April 1, 1995 
352 (as of January 19, 1996 


April 1, 1995 


Nutrition 


SOURCE: Hamilton-Wentworth Home Care Program 


There are currently no waiting lists for nursing and homemaking services. Demand has been 
addressed through changing service patterns and utilization. For example: 


° transferring routine activities of daily living from nursing to homemaking 
« establishing monthly limits for homemaking hours 

* reducing average homemaking hours 

* reducing average number of visits 


Proposed Strategies for Reduction in Nursing Visits include: 
* increase in telephone support and monitoring instead of visits 
° decrease visit frequency for selected client situations 
° development of community nursing treatment protocols 
* —_ utilization of outpatient clinics as alternatives to nursing visits at home 
* improvements in discharge planning to reduce last minute reaction to requests for service 


Areas identified for transfer of functions from visiting nurses to homemakers include the following: 
* insertion of suppositories 
° application of condom catheters with non-restrictive attachments 
* completion (rather than assistance only) of ostomy care 
* when two person transfers are required, service requirements would be met with one nurse 
and one homemaker 
* instillation of eye drops in chronic, stable conditions such as glaucoma 


. artificial eye care 
* mouth care including application of artificial saliva in clients with a cough reflex € 


¢  G-tube feeds for clients with cough reflexes and a well-established program 

° replacement or addition to outer dressings, e.g. for leg ulcers 

° removal, cleansing and replacing of inner cannula in well-established tracheotomies 

: application of prescription creams for long-standing conditions 

* homemakers will be assigned to assist with bathing, with nurses taking on this 
responsibility only by exception 

. exercise activities for clients with well-established programs 


PRESSURES 


Beginning fiscal year 1993-94, Ministry of Health funding for Home Care Program services in 
Hamilton-Wentworth has been significantly below the minimum level required to support the 
escalating community need for services. Admissions, caseloads, and requirements for essential 
nursing, homemaking and therapy services have consistently exceeded funded budget levels for every 
month since August 1993. 


Admissions, caseloads and service levels for the Home Care Program in Hamilton-Wentworth have 
been rising rapidly, doubling since 1991-92, when local hospitals first began to take serious steps to 
downsize, restructure, and change medical practice. 


Local hospitals respond to their financial constraints by downsizing, early discharges, and restrictions 
in hospital admissions. This is placing enormous pressures on the Home Care Program. Referrals from 
hospitals now account for 78% of admissions to the Home Care Program, a marked increase of 17% 
in the past three years. 


TABLE 9 


HOME CARE PROGRAM - TOTAL CLIENTS ADMITTED FROM EMERGENCY 
DEPARTMENTS AND HOSPITALS 


Year Referrals to Home Care Referrals to Home Care 
Program from the Program from the Hospitals 
Emergency Departments 


963 
992 


1995-96(annualized) 14792 (annualized) 


SOURCE: Hamilton-Wentworth Home Care Program 


With increased pressure on the availability of Home Care Services, demand pressures will increase 
on other parts of the service system. Referrals will increase for services provided by the Region 
through the Homemaker and Nurses Services Act, for community support services such as meals on 
wheels and adult day programs, and for the counselling and outreach services provided by Public 
Health Nurses and community agencies. 
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® THE QUICK RESPONSE SERVICE (QRS) 


The QRS is a joint program between the Hamilton-Wentworth hospitals and the Home Care Program. 
It was established on February 14, 1995, after an extensive planning period. 
TABLE 11 


QRS PILOT PROJECT BUDGET 


56,700 


Enhanced Client Services Budget 
° Nursing 

* Homemaking & Transitional Beds 
. Client Travel 

. Therapy/Travel & Equipment 


502,719 


SOURCE: Jane Worral, Hamilton-Wentworth Home Care Program, January 1996 


Between Feb. 14 and Sept. 30, 1995, 130 people were referred to QRS 


° 69% of referrals are from hospitals 
° 31% of referrals are from the community 


° 71% of referrals are female 
° 29% of referrals are male 


* 48% of referrals are already on the Home Care Program 


° 74% were sent home with Home Care Supports 
. 26% were sent to the respite beds at Central Park Lodge 


The majority of patients (74%) were sent home with Home Care Supports and 14% were 
rehospitalized. 


@ r 


TABLE 12 


DISPOSITION OF QRS CLIENTS 


Rehospitalization 


SOURCE: Hamilton-Wentworth Quick Response Service, Project Report, September 30, 1995 
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APPENDIX F 


CONTINUING CARE 


CHRONIC CARE 


DISTRICT HEALTH COUNCIL 
COMPREHENSIVE HEALTH CARE PLAN 


CHRONIC CARE 


INTRODUCTION: 

The Chronic Care Role Statement describes chronic care hospitals and units as serving clients with 
complex needs.The major responsibilities may include a combination of assessment, 
restoration/reactivation/rehabilitation, respite care, palliative care and complex continuing care. 


CURRENT PICTURE: 


Hamilton Civics Hospitals: 


. The Terrace, maintenance- 34 inpatient beds 
° Reactivation- 4 inpatient beds 
Total 38 beds 


The goal- The Terrace-To provide optimal holistic care with an emphasis on quality of life. 
The goal- Reactivation unit-To achieve maximum functional ability and discharge. 


Beds: total 38 beds (serve the needs of the Hamilton Civics Hospital as most of the referrals come 
from this acute care hospital.) 
Referral process: through the PCS. 
Admissions: 15 plus 9 for reactivation 
Admitted from: 21 from Hamilton Civics, 1 for home and 1 from another facility 
Criteria: Over 65 years, complex care needs. 
Waiting lists: There has not been a waiting list for approximately one year. Discharged: 6 discharges 
and 13 deaths 
ALOS: reactivation 42 days 
maintenance 392 days 
Total ALOS 346.1 


Chedoke McMaster: 


Many years ago, chronic care services were rationalized between Chedoke and St. Peter's Hospital, 
with the Chedoke site specializing in chronic care for the non-geriatric population. 

Today, in addition to the 75 bed younger population, Chedoke has 65 beds for the elderly. In 
addition to the inpatient chronic care beds, Chedoke provides inpatient short term geriatric services, 
rehabilitation an inpatient geriatric consultation team, a community out-reach medical and psychiatric 
service, a day hospital program and out-patient programs. This hospital is committed to excellence 
in practice, education and research within the continuum of care that it provides. 


The chronic care program total 140 beds and includes: 


Therapeutic Residential Care has 75 beds for the young disabled and is housed within the Chedoke 
Continuing Care Centre. 


Beds: 75 beds 

Criteria: 18 to 65 years, complex physical, cognitive, behaviourial and social needs. 
Model: interdisciplinary, with a rehabilitative/restorative /reactivative focus. 
Referral process: through PCS 

Admissions: 6 

ALOS: 1,132.1 days 

Waiting list: 17 people 

Lenghth of wait: 2 years 

Funding: $5.5 Mil 115 FTE (direct care needs only) 

Respite care is also provided - Admissions: 7 


Supportive Residential Care has 65 geriatric care beds on two units. Ward 32 at the Chedoke site 
and Ward 4C at MUMC site. 


Beds: 64 beds 

Criteria: Over 65 years, complex care needs that cannot be met in the community or in LTC facilities. 
Model: interdisciplinary 

Referral process: through PCS 

Admissions: 22 

ALOS: 685.8 days 

Waiting list: 3 people 

Funding: 2.5 Mil, 60 FTE (direct care needs only) 


St. Peter's Hospital: 


St. Peter's Hospital is the Region's major and free-standing geriatric chronic care hospital providing 
a wide range of services to enhance the wellbeing and health of the elderly. St.Peter's has Affiliation 
Agreements with McMaster University and Mohawk College and is active in the education of health 
care professionals and in research through an established Research Department. Several years ago, 
this hospital adopted a program management structure in order to facilitate the development of 
specialty programs and to align with the chronic care role study. Each program has a unique 
philosophy and a complete interdisciplinary team compliment including clinical nurse specialists. The 
medical staff includes an in-house geriatrician, and nine active staff physicians who have a special 
interest in geriatrics and provide primary patient care, and supporting specialists including geriatric 
psychiatry, ophthalmology,dermatology and dentistry. The clinical teaching unit accepts large number 
of students each year and there is a research department lead by a full time director. The delivery of 
care is based on research based practice. 


The specialty programs include: 


. Stroke Rehabilitation-34 beds (see rehab) 
° Post Stroke Management-68 beds 
° Musculoskeletal Rehabilitation- 34 beds (see rehab) 
° Neurological-34 beds 
° Major Systems-23 beds 
. Palliative Care-11 beds (see palliative care) 
° Behaviourial Health 80 beds 
total 284 beds 
° Community services -Day Hospital, chiropody clinic, seating clinic, out patient 


rehabilitation, falls clinic and Movement disorders clinic, and limited referrals to dental 
and optometry clinics. 


Admitting process:PCS and direct referrals to palliative care and rehabilitation programs. 


Statistics relating to total chronic care beds at St. Peter's: 
Beds: 284 beds 
Referrals: 275 from acute care hospitals 
92 from home 
23 from LTC facilities 
5 from home 
Admissions: 246 
Waiting list: 28 
Length on waiting list: 24 days 
Discharges: 23 home 
32 to LTC facilities 
ALOS: 364 days 


Respite service 


St. Joseph's Hospital: & 


This program promotes resident-family focused care delivery in an interdisciplinary model. 
Beds: 30 

Goal: maintenance 

New admissions: 9 

Admitting process: PCS 

Waiting list: 4 to 5 

Length of wait: 2 to 3 months 

ALOS: 2 months to 11 years 

Discharges: 1 Home 

ALEC 2 


HOME CARE: Currently there are 7 people in their home environment who are waiting for chronic 
care placement. Two of these are receiving home care and 5 are receiving rehabilitation services. 
Total visits by therapy services to chronic care clients: 127 visits 
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COMPREHENSIVE HEALTH CARE PLAN 
CONTINUING CARE 


CURRENT PICTURE OF PALLIATIVE CARE 
IN HAMILTON-WENTWORTH 


DEFINITION 


Palliative care is active compassionate care, primarily directed toward improving quality of life, for 
those who are dying’. It is intended to support and comfort individuals and their families as they incur 
multiple losses.” The process includes offering choices to informed individuals and setting clear goals 
of care.’ In palliative care the unit of service is considered to be the family, with family size defined 
by StatsCanada as 4.2 individuals.’ 


Palliative Care is best delivered through an interdisciplinary team’, including the individual, family, 
caregivers and service providers’. Sensitive skilled care is intended to meet physical, psychological, 
social and spiritual expectations and needs’*, while recognizing personal, cultural, religious values, 
beliefs and practices.‘ It should be available to the individual and family at any stage of the palliative 
process, from diagnosis to bereavement.* 


While many service providers may be able to deliver some of the comfort and support, the services 
of a specialized palliative care program/team may be required as the degree of distress, discomfort 


and dysfunction increases.‘ 


Integral to effective palliative care is provision of support for the caregivers and service providers to 
work through their own emotions and grief related to the care they are giving.“ 


A palliative care continuum of services should include: 


° volunteer visiting homemaking 

° counselling (psychosocial, spiritual) personal support 

° professional nursing, therapy bereavement support 
° pain and symptom management 


Some of the settings in which palliative care services could be delivered include: 


° home hospice 
° schools acute care hospitals 
° day programs long-term care facilities 


° clinics chronic care hospitals 


The palliative care team can include: 


° consumers case manager 
° family members nurses 

° volunteers therapists 

° chaplain/pastoral care homemakers 

. social workers community support staff 
. child life specialists nutritionist 

° discharge planners pharmacists 

° family physicians, medical specialists psychologists 


In order to support an integrated system of services, across various settings, it is essential that service 
providers link within and across sectors. There is a need to share information and collaborate to 
address issues of concern. 


Some of the mechanisms which can support the palliative care system include: 


° appropriate referral mechanisms (protocol and forms); 
* common interdisciplinary assessment forms; 

° common definition and approach to data collection; 

. case managers for large Palliative Care Teams; 

° agreed communication process. 


The provision of palliative care in Hamilton-Wentworth is increasingly more challenging due to a 
number of factors: 


° people are living longer with life threatening diseases, as a result of technology and aggressive 
treatment, consequently their needs become more complex, both physically and psycho 
socially; 

. the extended family is not always able to provide assistance for a variety of reasons; 

° increased emphasis on community-based services as opposed to institutional care’, 

° the Home Care Program has become a "capped" rather than "insured" service resulting in 


limitations on the service levels and hospitals are experiencing reductions to their budgets’. 


INVENTORY OF SERVICES AND PROGRAMS 


The inventory which follows is based on information received from local service providers, agencies, 
organizations involved in local palliative care service delivery. The detail provided varies considerably 
given the different approaches each group has taken in responding to the request for inventory 
information. Various opportunities were offered for comments on two drafts November and 
December 1995, with comments being received to February 21, 1996. See Appendix A for further 
details of the information gathering processes. 


COMMUNITY BASED SERVICES 
Bereavement Support General Comments 


. many funeral homes provide counselling and bereavement services to families 
. local churches also may provide informal and formal bereavement services 


Bereavement Families of Ontario Catchment Area 
Hamilton-Wentworth/Burlington 


. support groups for mothers, fathers, adolescents (13-17) 
Bereavement Network of Hamilton-Wentworth and Burlington Catchment Area 
HW - Burlington 
. network provides direct services to its client members and referrals to appropriate 
organizations 
. its member organizations include: 
Bereavement Team 
Department of Public Health 
Friends in Grief 
Hamilton Aids Network 
Widow to Widow 
Bereavement Supports and Education 
Hamilton Regional Palliative Care Program 
Hamilton Board of Education 
Hamilton-Wentworth Separate School Board 
Canadian Mental Health Association 
VON Home Care Program 
Child and Adolescent Services 
Senior Peer Counselling 
St. Joseph's Community Health Centre 
Bereavement Ontario Network Catchment Ontario 
° a diverse group of organizations and individuals throughout Ontario who provide professional 
and volunteer support in grief, bereavement and mourning 
Boards of Education 
° Boards attempt to keep the child integrated in the classroom as long as possible 
. if physical deficits exist, educational assistants and/or health services can be obtained 
° counselling for the family, child, classmates and teacher can be arranged through the Regional 
Department of Public Health 
° can mobilize crisis teams to assist children and classmates dealing with issues around death 
and dying 
° consideration can be given to children with special needs in alternate settings 
Canadian Haemophiliac Society 
. provides supports, transportation, home and hospital visits to patients with haemophilia and 
HIV 
Canadian Cancer Society Catchment Area Hamilton Unit 
North Wentworth Unit 
. provides people with cancer information, transportation, practical and emotional support 


through agency staff and volunteers 


Cancer Information Services Catchment Area Ontario 


. provides information and resources for people who are palliative 
Children's Wish Foundation Catchment Area Hamilton-Wentworth 
. provide children, under 18, suffering with a high-risk life threatening illness, their most 


favourite wish 
Clergy, Pastoral Care 


. pastoral resources for palliative care patients and significant others consist of chaplains in area 
hospitals, if patient hospitalized, and denomination clergy, rabbis, etc for needs within the 
community 


Coalition of Community Health and Support Services, Hamilton-Wentworth 
based on the recent Interservice Team Pilot for in home service provision, this local Coalition 
is currently developing regional speciality teams including palliative care, renal, and acquired 
brain injury 


Dr. Bob Kemp Hospice Foundation Catchment Area Hamilton-Wentworth 

. Hospice Day Program offering recreation and leisure activities including: arts and creativity; 
gardening; meditation and relaxation 

. support groups for family members and the person diagnosed with life-threatening illness 

. offers support to people who require assistance in coping with death 

. provides volunteer visiting, in various settings, to support people who are have a terminal 


illness, as well as their family members 


Friends in Grief 

. monthly open house 

° public education about bereavement issues 
provides support groups for bereaved adults 


Good Shepherd Centre 


. in Spring 1996 a 2 bed unit will be available for people who are palliative 

. staff will be available 24 hours a day and palliative care volunteer visiting support will be 
provided 

Good Shepherd Centre and Humana House Supportive Housing: Approved for 1997 

. 15 units for people who are palliative and 10 units for people living with HIV and Aids, will 
be available in 1997 

° personal support, homemaking and volunteer services will be available 


Hamilton Aids Network Catchment Area 
Hamilton-Wentworth 

Haldimand-Norfolk Area 

Halton and Brant County 


° psycho-social support services are available to all those affected by AIDS 

. peer support services 

° resource centre support services for family and friends 

° support groups for people living with AIDS including women their partners and family and 
friends 

° support and care, through volunteers, for people with HIV and Aids 

° individual bereavement support 
° support groups for the following: 
. anticipatory grief for those who are HIV positive and those with AIDS 


Home Oxygen Program 
Assistive Devices Department 


° program, through the Ministry of Health, pays for oxygen and related equipment and supplies 
for eligible Ontario residents 

° a physician order is required for service after the third month 

North Hamilton Community Health Centre Catchment Area 


North End of Hamilton 
Medical Services 
° primary care physicians, nurse practitioners provide services and home visits for people who 
are palliative, including those living with HIV 


Social Work 

. bereavement counselling 

° counselling for patients, families, partners, children 
Physiotherapy 

° relaxation therapy 

° acupuncture for pain relief, treatment of nausea/vomiting 

° TENS machine 

. Nutritionist Education 

° Family Medicine teaching unit, attached to McMaster University 


Ontario Cancer Treatment and Research Foundation (OCTRF) 
Hamilton Regional Cancer Centre 
. supportive care and outpatient clinic .5 days per week 


Palliative Care Volunteer Visiting/General Comments 


° locally Palliative Care Volunteer Visiting occurs in most settings where palliative care is 
provided 
° volunteers are specifically trained to support patients and their families who are dealing with 


palliative issues 


° they provide valued support to terminally ill individuals by assisting with a variety of tasks, 
and providing emotional support through different stages of the palliative care process € 
including bereavement. 


The Regional Palliative Care Program and the Volunteer Committee have identified the 
following as examples of services provided by palliative volunteers: 
Emotional Support to Patients and Families 


° provide companionship and diversion 
° serve as willing and sensitive listener 
° provide encouragement; 
° provide bereavement follow-up 
Tangible Tasks 
° assist with some personal care 
° assist with housekeeping tasks, child care, errands, respite care 
° assist with funeral and death arrangements; 
Information Services 
. assist people with their information needs 
. facilitate communication among client's, families and the palliative care team. 


For specific information, beyond that which has been provided in relation to the general role 
of the palliative care volunteer visitors, see agency/organization listings including: 
Acute and Chronic Care Hospitals (all) Hamilton Aids Network; 


Canadian Cancer Society St. Elizabeth's Nursing 
Bereavement Support Groups Long-Term Care Facilities 
Dr. B. Kemp Hospice Foundation Victorian Order Of Nurses 


Good Shepherd Centre 


Through the Regional Program some of the accomplishments related to development of a 
network of Palliative Volunteers include: 


. development of a joint education initiative; 

° Regional Coordination of Palliative Care Volunteers, a pilot project currently 
underway; 

° protocol development to enable volunteers to continue providing support to people 


who are palliative, and their families, as they receive palliative care services in various 
settings eg. home to hospital etc. 


Red Cross Loan Cupboard 


. provides rental of sick room equipment for a minimal fee and for a maximum of six months 
. equipment includes: 

° wheelchairs lifts 

° beds canes 

° walkers 


Regional Department of Public Health Services Catchment Area 


Hamilton-Wentworth 
Nursing Services 


° palliative care nursing services are provided by contract with the Home Care Program, VON, 
for description of these see Home Care Nursing Services 

. Transmitted Diseases Clinic, Chedoke McMaster, Monday-Friday 8:30 - 4:30 
° provides palliative care services for people of all ages with AIDS 


Nursing and Bereavement Team work in a variety of settings, including in the home, to provide the 
following: 


. information and counselling for persons with HIV/AIDS 
° supports and services for young people and families, with community referrals as required 
° short term counselling for young people about psychosocial or adjustment issues related to 
palliative care 
. support to families who tend to be complex/multi-problem, who may be caring for terminally 
ill infants 
. short term bereavement support including: 
° anticipatory grief, and coping support for youth with parents, siblings or family 
members who are dying 
° for crisis/bereavement response in individual school communities when there has been 
a death of a student or staff member 
° counselling and home visiting, support groups at elementary and secondary schools 


in other community settings 


Ronald McDonald House 


° accommodation provided for families of seriously ill children cared for in Hamilton area 
hospitals (nominal cost) 

° initial referral required from attending physician or social worker 

Senior's Peer Counselling Catchment Area 

Catholic Family Services Hamilton-Wentworth 

° bereavement support, one-on-one counselling and referral services for all ages 


St. Joseph's Health Care Centre 
* bereavement supports and counselling provided by pastoral services 


St. Elizabeth's Visiting Nurses (SEN) Catchment Area 
Hamilton-Wentworth and Halton 
Palliative Care Nursing 


° palliative care nursing services are provided by contract with the Home Care Program, VON, 
for description of these see Home Care Nursing Services 
. all SEN nurses can provide palliative care which can include: 
. assessment, teaching, support 
. physical care, pain and symptom management 
° some bereavement services 


. nursing teams are deployed in geographic areas and nurses with palliative care 
experience act as a resource to other staff 

. in emergency circumstances, after hours, weekends and holidays, may make non 
scheduled visits 


Palliative Care Volunteer Visiting 
° SEN palliative care volunteers visit patients and their families, in a variety of settings, and 
provide a range of support 


Palliative Care Teams 

. palliative care team (home support workers and health care aides) is being developed 

. SEN acts an the administrative sponsor for the Hamilton-Wentworth Pain and Symptom 
Management Team 


Education 

° basic palliative care education is provided to all staff through in house orientation and 
ongoing "in service" education re pain and symptom management, psychosocial issues 

. peer support provided through staff directed Palliative Care Interest and Support Group 

Telelink 

. telephone support for women with HIV/AIDS 

. allows individuals to share feelings and support one another in the privacy of own home 


Trillium Drug Program 
. designed to help individuals and families who spend a large portion of their incomes on 
prescription drugs 


Victorian Order Of Nurses Catchment Area Hamilton-Wentworth 

Palliative Care Nursing 

. palliative care nursing services are provided by contract with the VON Home Care Program 
of VON, and for description of these see Home Care, Nursing Services 

° VON has a Palliative Care Nursing Team with additional experience and education in 
palliative care principles and care 
Palliative Care Nursing Team Composition 


Registered Nurses 12 ETE 
Core Team 
Registered Nurses, Relief 4-5 FTE 
Registered Practical 3 FTE 
Nurses 
palliative care nursing services include: 
° symptom control 
. nursing care for individuals in end stages of a terminal illness for whom comfort is 
paramount 
. the team works in collaboration with Home Care and various other health care professionals 


° the focus is on physical care requirements such as pain and symptom control, performing or 
teaching the patient's/client's support network to do dressings in order to promote skin 
integrity, maintain the body systems, or administering of medication 


° providing additional supportive care to address the psychosocial needs 
° for current patients, may make emergency visit after hours, weekends and holidays 
° short term bereavement support 


Palliative Care Volunteer Visiting 

° specially trained palliative care volunteers visit people who are palliative and their families 

. VON is the administrative sponsor for the Regional Volunteer Coordinator Pilot Project to 
support palliative care volunteers and programs across agencies 


Placement Coordination Services 
° people who are palliative, and require Long-Term Facility Care and/or Respite Care, access 


these services through the Placement Coordination Services (PCS) 


Support to Family Members 


° counselling is provided to palliative clients and family members through social workers in the 
Home Care Program 
. Caregiver support program offers support to families through the palliative care phase of 


client's care 


Education 

. staff development in Palliative Care includes education through the Ministry of Health 
initiatives and specialized courses taken by case managers, therapists, Palliative Care Nursing 
Team and staff of Volunteer Services 


Home Care Program 
Overview 
° the Home Care Program contracts with a variety of Not-for Profit and Private Agencies to 
provide the following services for people who are palliative: 
° contracted nursing services, visits and shifts 
. professional therapy visits 
° homemaking 
° support services, medical supplies, drug card, equipment, transportation 
° referral to Home Care can come from a variety of sources including patient and family 
members 
° Home Care Case Managers, located in the community and area hospitals, assess patient and 
family needs, coordinate and manage services to meet these 
° eligible clients can receive services/resources at basic and enhanced level of service per month 
° individuals who wish more services are assisted by case managers to identify and 
incorporate funding resources to support additional time in the care plan, eg. 
consumer's insurance plans, Department of Veteran's Affairs etc. 
° case managers are available through an answering service until 10:30 P.M. daily on 
weekends and holidays 


Services Through Home Care Program 


Palliative Care Nursing Services 

. the Home Care Program contracts with a variety of Not-for Profit and Private Agencies to € 
provide the following nursing services: 
. clients may receive a maximum of four visiting nursing visits per day 
° extended visits, the equivalent of 4 visiting nurses visits per day can be used to 


purchase shift nursing, RN or RNA for terminally ill patients (may be used in 
conjunction with homemaking hours and/or private insurance plans) 

Private Duty Nursing 

° private duty nursing, paid by patient or family or covered by private insurance plans 
is an option for patients wishing to remain at home requiring RN or PN care in excess 
of that provided by Home Care 


Therapy Services 


. Home Care has therapy staff and also contracts with other Not-For Profit and Private 

agencies to provide the following services: 

Social Work 

. counselling with clients and their families regarding issues such as adjustment to 
diagnosis, role change, future planning, financial concerns, family dynamics 

Physiotherapy 

. assessment of physical condition including gait, muscle strength, mobility, respiratory 
status and pain 

. treatment to maximize mobility, improve respiratory status and relieve pain 

Occupational Therapists 

. assessment and counselling regarding the importance of independence and safety in 
activities of daily living, loss of body image and sense of self worth 

° assist patients and families to alleviate pain, improve comfort of the patient when 


independence is no longer possible eg. prescribing of assistive devices teaching safe 
transfer methods, assessing equipment needs 
Nutrition Counselling 


. counselling patients/caregivers to achieve maximum nutritional and hydration status 
. provide innovative suggestions on ways to best nourish the patient when side effects 
of disease or treatment interfere with this process 
. assess the need for alternative nutrition eg. enteral or parenteral 
Speech Language Pathology Services 
. assessment and intervention to maximize functional communication including 
strategies for caregivers and alternate communication systems when appropriate 
° provide counselling on effective alternate forms of communication when natural 
speaking and writing are impaired including: 
. high tech (computerized device) 
° low tech (communication books) systems 
Homemaking 
° the Home Care Program contracts with a variety of Not-for Profit and Private Agencies to 
provide the following homemaking services: 
. assistance with personal care 
° caregiver relief 
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° assistance with household tasks, meals and child care 


. a maximum of 80 hours of homemaking is available for the first month on Home Care and up 
to a maximum of 60 hours thereafter 

. extended homemaking hours may be provided in some circumstances to support terminally 
patients and their families 

° private pay, or other funding such as Cancer Society, Regional Social Services, or 


Department of Veterans' Affairs may be used to support additional requirements 


Support Services 


Drug Benefits 
. a drug card is issued to individuals who are not already covered by a drug plan 
° card entitles the patient to receive medications at no cost through the Ontario Drug 


Benefit Program 


Medical Supplies 
° supplies required to carry out prescribed treatment are provided by Home Care 
Program 


Equipment Rental 

° all sick room equipment including subtaneous infusion pumps 

° equipment rental is covered by Home Care for two months and in the case of 
Palliative patients, the rental period can be extended 


Visiting Homemaker's Association Catchment Area 
Hamilton-Wentworth 

. homemaking services are provided by contract with the Home Care Program, VON, for 
description of these see Home Care Homemaking 

. professionally trained Homemakers offer palliative care services to elderly and disabled 
persons, people with Alzheimer's disease, families and caregivers 

° care is available twenty-four hours a day 

° there are fees for services which are not purchased through Home Care or the Municipality, 


private clients may be eligible for a United Way subsidy 


FACILITY BASED SERVICES 


Acute Care General Comments 

° Hamilton-Wentworth does not have any designated palliative care beds in Acute Care 
Hospitals 

. each of the hospitals has an interdisciplinary Palliative Care Team providing palliative care 
services on a scattered bed model 

. the teams are consultative in nature and work in a variety of settings to: 
° share their palliative care expertise 
° provide back-up to health care staff involved in providing palliative care 
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Chedoke McMaster Hospitals Catchment Area Central West 
The Palliative Care Team provides: 
. multi-disciplinary Palliative Care services primarily for adults, with occasional referrals from 
paediatric services 
° access to service weekdays (0800 - 1700) and on-call coverage 24 hours, 7 days/week for 
patients on their service 
. one flex bed available for crises requiring urgent admission, the bed is managed by the 
Palliative Care Team and is for its patients after home supports have been maximized 
° palliative care consultation, management, education and support in a variety of settings 
including: 
° within Chedoke-McMaster Hospitals, tertiary care centre 
. through outpatient clinics including paediatric oncology care five mornings a week 
and two afternoons to provide palliative care for younger people (<16-18) including 
management for pain control 


. in home consultation and ongoing management for dying patients at home 
. visits every Tuesday P.M. and all day Fridays, special visits are made on 
emergent and urgent requests 
. Team arranges joint in-home management meetings with community 
services/agencies (VON, SEN, Home Care) and family physicians when 
required 


The Palliative Care Team Composition includes: 


nurse 1.0 FTE 
doctor 5 FTE 
social worker 5 FTE 
Chaplin 2 FTE 
pharmacist 2 ETE 
volunteers 2 FTE 


a part-time, unpaid palliative care volunteer coordinator 


The Palliative Care Team provides support and education to others involved in palliative care 
including: 


. attending Chedoke-McMaster orientation sessions held every two months on the medicine 
ward 

. providing inservice education on Chedoke-McMaster wards, at the request of health care 
professionals 

° providing tuition required for two staff members to attend the In-Depth Palliative Care 
Course 

. donating paediatric material, related to palliative care, to the Health Sciences Library 

. telephone contact with physicians, community agencies etc. managing patient care 

° supporting Long-Term Care (LTC) staff through inservice education, outreach to LTC 


facilities for management of palliative care issues 
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The Palliative Care Team participates in educating future health care staff about palliative care by: 


participating in the year 1 & 2 Family Practice Residents on Palliative Case Emergencies, 
palliative care in the home, pain and symptom management, community resources 
providing educational sessions to Unit 1, Unit 2, Unit 5 Medical Students 

providing chaplaincy residents with clinical experience in palliative care 

providing undergraduate tutorial groups, on request, for patient problems 

participating in Interdisciplinary Palliative Care Day 

providing clinical elective time to clinical clerks and other health discipline learners depending 
on their objectives 

presentations at Ground Medical Rounds in April annually 

presentations at Family Medicine Rounds twice 

presented an In-Depth Palliative Care Course at Canterbury 


Chedoke-McMaster Hospitals Palliative Care Team, research activities include: 


development of a Quality of Life Tool which is used to assess the effectiveness of the team's 
interventions 

developed an audit tool to assess satisfaction of the family members and conducted focus 
groups to receive feedback on the services provided to patients and families 

a qualitative research project re the role of spirituality on the palliative care patient and 
assessed the characteristics of the palliative care teams’ idea of spirituality 

participates in ongoing computer development of a national data base for palliative care 
presentations in Provincial, Federal and International Conferences 


Children's Developmental Rehabilitation Programme (CRDP) provides 


service to children, up age 18 or until school leaving, who have congenital or acquired 
neurological, developmental and/or multiple impairments 

outpatient services at the centre, in school, and/or community environment 

in home palliative therapy services 

individual case support for many families of children with degenerative disorders including 
follow-up after child's death 


Hamilton Civics Hospital Catchment Area Open 


General Comments 
The Henderson and General Divisions multidisciplinary have Palliative Care Teams which provide 
the following: 


a history of community leadership in Palliative Care in the region over the past 10-12 years, 
in education, clinical care, program development; 
care in a variety of settings including: 


° house calls, at the request of the family physician, where patient is too ill to come in 
for ambulatory care and consultation is sought; 

° outpatient consultation service 

. in service education on various wards, hospital settings and Cancer Centre to all levels 


of staff and Health Sciences trainees. 
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The Hamilton Civics Hospitals have taken a leadership role in many education projects. € 


. Health Sciences trainee and education and clinical rotations 

. leadership role in Palliative Care Week, Alleviation of Suffering Week 

. a major development and major leadership role in the Annual Undergraduate Interdisciplinary 
Day in Palliative Care, Faculty of Health Sciences, McMaster University 

° a major development and major leadership role the In-Depth Palliative Care through 
Continuing Care Education, McMaster 

. National and International publications and Presentations by Team Members 

° developed Manual of Electives for Department of Family Medicine, McMaster 

° developed educational handouts for in-hospital use 


Palliative Care Teams research activities include: 


° research project to develop and pilot a "Patient Carried Travelling Record" 
° development of clinical database tool 
. computerized education tool "Pain File", developed at the General for Civics-wide use 


Henderson Division 
The Palliative Care Teams provides: 


° tertiary care, for Central West, is provided for oncology patients who represent 85-90% of 
the patients seen 
. service for people with severe symptom problems including: pain, delirium/agitation; complex 


psychological situations 


Palliative Care Team Composition includes: 


physician 1.6 FTE 
nurse clinician 1.0 FTE 
secretary 1.0 FTE 
social worker 1.0 FTE 
chaplin 3 FTE 
occupational therapist 3 FTE 
volunteer coordinator STE 
unpaid 


General Division 
The Palliative Care Team provides: 


° consultation and concurrent care with health care professionals to supplement care 
pain/symptom management, psychosocial, spiritual care, volunteer need 
. palliative support to individual and family members and serves a variety of patient 


populations, approximately half for oncology 


Palliative Care Team Composition 


physician 1.0 FTE 
nurse clinician 1.00 FTE 
social worker 3 FTE 
secretary .6 FTE 
chaplin 2 PLE 
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St. Joseph's Hospital Catchment Area Open 
The multidisciplinary Palliative Care Team provides: 


inpatient consultation with emphasis on Centres of Excellence for chest, lung, general internal 

medicine, kidney and urinary, and GI medical surgical 

direct service to family and patient 

outpatient palliative care clinic, for ambulatory care patients .5 days/week 

1 respite bed for children in the community who have multiple, complex nursing care 

requirements or palliative care needs 

. the child's doctor must agree to be on call or allow the on-call paediatrician, in the 
hospital, to make decisions regarding the child's care when needed 

memorial service provided every second month 

volunteers who participate in palliative care support 


The Palliative Care Team Composition includes: 


nurse 1:0 FTE 
social work 1.0 FTE 
physician fo 8 Wa 
pharmacy .3 FTE 
Chaplin .2 FTE 


Palliative Care Team educational activities include: 


114 educations sessions, 10 % of activities relate to education 
types of education 


. surgical clerks, palliative care issues 

° nursing staff, pain assessment and management 

° CTU clerks, interns, residents pain management 

° recreation students, palliative care issues, coping with loss 

° inservice palliative care education on various wards for all health care providers 
Family Practice Rounds 

. unit 5 Medicine Palliative Care Day 

° in depth palliative care course 

° post RN student, placement, 3 months 


2 MD Residents, placed with Team for rotations 

team presented at Medical grand Round 

physician presented at Ethics rounds 

participation in Palliative Care Week 

teaching with McMaster University Medical School clerkship students in surgical rotation 
teaching for all household staff on the Clinical Teaching Unit 


The Palliative Care Team research activities include: 


establishing a Palliative Care database 

developing links with the Father O'Sullivan Research Centre 

the role of social work with palliative patients, presented at the 6th Palliative Care conference 
in Halifax, October 1995 
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Chronic Care 

St. Peter's Hospital Catchment Area Hamilton-Wentworth 

The multidisciplinary team provides: € 
. inpatient care to people over 65 in the 11 bed Palliative Care unit 

. support through respite beds, for which there is a per diem fee 

. memorial service held every three months 


Palliative Care Team Composition includes: 


registered practical nurse 4.84 FTE 

registered nurse 3.58 FTE 

clinical nurse specialist 2. PTS 

social work 3 FTE 

physiotherapy 4 FTE 

PT assistant 4 FTE 

occupational therapy 2 ee 

OT assistant 4 FTE 

therapeutic recreation Pee i i es 

speech and language pathologists 1 FTE 

clerk ae Ws 

pharmacy 

volunteers, 3-5 on visiting schedule 

. Chaplin, not specifically assigned to program 

° 9 active medical staff family physicians provide primary care with ongoing physician 
availability, available throughout hospital on rotation 

. specialists consulted as needed, including geriatrician, geriatric psychiatrist, pain 


control and palliative care 


The Palliative Care Team participates in educating future health care staff about palliative care 
through: 


. providing educational opportunities for undergraduate students, in all disciplines, who are 
studying at McMaster University, Mohawk College 

. interdisciplinary Palliative Care Day 

. Grand Rounds presentations 


The Palliative Care Team provides support and education to others involved in palliative care 
including: 


. inservice palliative education for health care providers in St. Peter's Palliative Care Program 
° consultation and education to agencies and community groups 
. collaboration with regional education 


Palliative Care Team research activities include: 


. collaborative social work research studies with McMaster University 

. program evaluation 

° design and implementation of symptom control flow sheets 

. studies relating to demographics and other pertinent data related to the provision of palliative 
care 
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Long-Term Care Facilities 


General Comments 


. 18 LTC facilities provide palliative care to residents and accept admissions for palliative care 
St. Joseph's Villa Catchment Area Hamilton-Wentworth 
° two designated palliative care bed are available for adults who require palliative care, 
. one bed for in-house residents who wish to move to the palliative environment, the 
resident continues to pay the rate they are paying for their regular bed 
° a "short-stay" bed is available for people, of any age, admitted from the community 
and there is per diem of $27.00 
° multidisciplinary support includes: 
nursing therapy 
social work dietician 


pastoral care 
consultant pharmacist 


° care includes pain and symptom management, emotional support, social and spiritual 
counselling and bereavement support 
. 6 respite beds, which could be used for people who are palliative, are also available for a 


minimum of 7 to a maximum of 60 days, fees required 
SUPPORTS TO LOCAL PALLIATIVE CARE SERVICE PROVISION 


Educational Opportunities 

General 

McMaster University Continuing Medical Education 

. various programs and workshops are offered providing: 
Opportunities to update and enhance knowledge and practical application of pain and 
symptom management in palliative care 

. placement opportunities for health care students and practitioners of all disciplines allow 
closer observation, hands-on experience and interaction with multidisciplinary Palliative Care 
Teams 


Ministry of Health Palliative Care Training 

Training of Family Physicians 

Initiative 1: 

° shared with Brant $101,168 


Training of Other Health Care Staff, 
Initiative 2: 


° Staff in Not-For Profit 3,600 
° Nursing Agencies 

° Staff in LTC Facilities 32,400 
° Staff in Home Care Programs 13,646 


Since 1992 Hamilton-Wentworth Home Care Program has been coordinating palliative 
care education for interdisciplinary education. 
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Support of Palliative Care Volunteer Visiting 
Initiative 3: $26, 389 


palliative care volunteers are supported, through this initiative to attend a 

Palliative Care education Program at Mohawk College 

. the education program was originally designed through the Volunteer 
Education Committee of the Regional Palliative Care Program 

VON is the administrative sponsor for the Regional Volunteer Coordinator Pilot 

Project to support palliative care volunteers and programs across agencies 


Establishment of Pain and Symptom 
Management Teams 
Initiative 4: 95,714 


through a Pain and Symptom Management Coordinator Consultative Pain and 
Symptom Management team to be established as a community resource, the 
funding is shared with Brant 

through the Coordinator community will have increased access to: 


. information about palliative resources 

. coordination with other services or regions 

. education about and access to access to pain and symptom management 
expertise 

. referral to appropriate resources 


SEN, is the administrative sponsor for Hamilton-Wentworth component of the 
Pain and Symptom Management Project 


Regional Palliative Care Program 


established in 1984 to undertake a collaborative approach to address regional 
palliative care needs including clinical services, education, research, data 
collection and management, communication 

membership reflects current hospital and community providers of palliative care 
services 


Regional Palliative Care Program and McMaster Health Sciences Initiatives 


i) 


Physician (Problem Based Course) 


Unit 1 1 hour, identified palliative care problem 
Unit 2 5 hours, of palliative care 

Unit 3 6 hours, pain teaching 

Unit 4 6 hours, interdisciplinary Palliative Care Day 


Residency Family Medicine Residents, one block elective in palliative care, 
number of opportunities in various settings 


OT/Pt (Problem Based) 
° variety of identified problem throughout course including palliative care 
° interdisciplinary palliative care day 
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iil) 


Iv) 


Nursing (Problem Solving) 


° 2 problems in year three which involve palliative care 
. voluntary palliative care clinical elective 

. post diploma may do elective with consultation team 
° interdisciplinary palliative care day 

Mohawk 


Offers a number of courses in palliative care, care of terminally ill, bereavement 
counselling and related courses 


. courses open to all disciplines and volunteers 
Home Support 
° level III, personal care, comfort measure, grief, bereavement, 


multicultural issues 
Palliative Care 


° 36 hours, overview course 

Palliative Care for Professionals 

° 30 hours, special course responding to the identified needs of Brantford, 
Paris 

Palliative Care for Allied Health Care Providers 

. 30 hours, special course responding to the identified needs of Brantford 
and Paris 

Palliative Care Volunteer Visiting Course 

° 30 hours 

Advanced Palliative Care for Professionals 

. 30 hours 

Working with the Terminally III 

° 6 courses, 247 hours 

Therapeutic Touch, Level I & II 

° each is one day, 8 hour workshop 

Clinical Services 

. developing a resource manual for services available for patients 

Regional Palliative Care Program Clinical and Grand Rounds Committee 

° palliative care rounds 2-3 times/year 

In depth Palliative Care 

. 5 day, interdisciplinary in depth course in palliative care offered 1-2 times 
per year 

Interdisciplinary Palliative Care day 

. 6 hours, lecture/small group 

Dedicated Week/Month 

° palliative care week 

° bereavement week 

. hospice awareness week 

Pain Projects 

. Hamilton Civics Hospitals 

Conferences 

. national, international alternate years 
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PALLIATIVE CARE DATA 
Methodology 


Provincial data for Hamilton-Wentworth Acute and Chronic Care Hospitals and the Home Care 
Program data were reviewed. Specific data related to palliative care is not available as information 
is identified by disease category. 


The Hamilton-Wentworth Regional Palliative Care Program includes members from local Acute and 
Chronic Care Hospitals and community based agencies. Through the Regional Program local data 
was collected in the following way: 


° Annual Palliative Care Reports from 1992-1995 
° completion of a survey, circulated November 1995 
° comments/revisions to the "Palliative Care Current Picture" drafts November 27 and 


December 18, 1995. 


Currently there is no standard statistical reporting procedures and common definitions for palliative 
care across hospitals, or across hospitals and community care, limiting the way in which the data 
reported can be interpreted and used. Through the Regional Palliative Care Program, efforts are being 
made to address the issues related to establishing common data collection processes and technologies 
across palliative care settings. Members of the Regional Palliative Care Program have indicated that 
the problem of consistent palliative care data is not unique to Hamilton-Wentworth. 


The focus of the Regional Program is primarily the adult population but there are members from 
settings where palliative care is provided to children. Though the reported palliative care data for the 
CHCP, relates to mainly to adults, the exception is the Home Care Program data which also includes 
children. 


While the unit of service for palliative care is the family, the data reported relates only to the patient. 
In order to approximate the number of family involved, the Regional Palliative Care Program follows 
the StatsCan definition of family as 4.2 members. Recognizing the support given to family members 
is important in understanding the overall number of people served. 


Acute and Chronic Care Hospital Data 
The hospital data relates only to the portion of their palliative patients who are referred to the 
Palliative Care Teams. No reliable method of identifying the total number of palliative patients in the 


hospitals has been identified for this report. (See section...pages...for details of the hospital Palliative 
Care Teams) 


eI 


There is growing awareness of the Palliative Care Teams in hospitals and there has been an increase 
in the number of referrals to them from 1992-1995. During this period, Palliative Care Teams have 
increased staff and enhanced their capacity to respond. 


Hamilton Civics Hospitals 


The Henderson and General Hospitals provide tertiary care services related to oncology and trauma 
respectively and a significant percentage of the people served are from Central West areas other than 
Hamilton-Wentworth, according to Dr. E. Latimer, Director of Palliative Care, Civics Hospital. 


From July 1, 1995 the Henderson and General Divisions began usingae common data form which 
has been used to report the palliative data received from area hospitals. 


Henderson General Division 

The Palliative Care Team of the Henderson Hospital has been in place for twelve years. In its most 
recent reports, current trends identified include an increasing volume and complexity of care. 
Oncology care has been the primary focus over the years. 


ne 


Henderson CHCP: CONTINUING CARE PALLIATIVE CARE 


# served/year 
) ) 
discharge/year. 236 (56%) 242 (55%) 242 (57%) 
deaths/year. 159 (37%) 192 (44%) 190 (45%) 
% Outpatient# 56 (12%) 98 (18%) 107 (20%) 
) 
) 


oo 
% Inpatient 425 (88% 441 (82%) | 425 (80% nee 


Ref by (N=Total # Ref) 
Dr. 409(85% 


other (PM Oley 


inpatient 


Diagnosis 457 (95%) 458-485 
cancer (85-90%) 
non cancer 54-81 

24 (5%) (10-15%) 


Reason 
Referral(N=#Ref.) 
assessment 


pain and symptom 361-385 
management (75%-80%) 


psych/soc counselling 96-120 
(20-25%) 


Team Involve.(N=#seen) 
doctor 


Volunteer 
# hours/yr. 


# patients 


Intervention(N=#Served 


) 
pain/symp 


# Bereave. 
# contacts 


Source for Data Text and Chart: 
Regional Palliative Care Program, Annual Report January 1995 
Civics Hospital, Palliative Care Annual reports, 1992-1994 
Palliative Care Survey, Continuing Care, November 1995 
"Current Picture", Civics Revision to Document Drafts, November 27 and December 18, 1995 
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Hamilton General Division 

The Palliative Care Program at the General Hospital began as a formal service in 1986 and 
provides primarily inpatient care. The General indicates a trend toward increased monthly case 
turnover is likely to continue given continued reductions to hospital beds and lengths of stay. This 
creates challenging demands on Palliative Care Teams and related servicesin their efforts to 
provide continuity and quality of care between hospital and community. 


General CHCP: CONTINUING CARE PALLIATIVE CARE 


#’s (Y’s) 
Ca FT FS a 
rp eae aa Fay PS oa 
fe onan oar Fras (Comey 6 aaa mR 
[etwpaias [secon | sno cao | away | 
Tasstaseser ney [ssa [aren | 
Ticwster  emw Leann [raw | 


Outpatient NA NA NA NA 
a 

Ref by (N=Tot # Referred) 

Doctor 237(70%) | 222(74%) 241 (78%) 


inpatient 331 (98%) | 273 (91%) 298 
(96%) 
Diagnosis (can be >1) 
cancer 159(47%) 111 (37% 148 (51%) 


) 


Reason/referral (N=Tot # Ref.) 
assessment 132(39%) 159 (53%) 121 (40% 


) — 
pain and symptom 91 (27%) 56 (18.5%) 116 (39%) — 
psych/social counselling 91 (27%) 72 (24%) 104 (35%) —— 


jay 


1992 1993 1995 
#’s (Yo’s) 

20 6%) | laas% | 200%) 

Can be > 1 person 


doctor 237 (70%) | 217 (72%) 206 (71% 


) 
aoe GR 


Volunteers 
# hours 


Team Involve.(N=T ot# Seen) 


Intervention (N=Tot# ref.) 
pain/symptom 392 (131%) } 414 (143%) 


spiritual counselling 98 (33%) 120 (41%) 
= 


Bereavement 
# 74 out of 
125 deaths 103 families 
88 


# Contacts 
NA: Not Applicable 


Source for Data Text and Chart: 
Regional Palliative Care Program, Annual Report January 1995 
Civics Hospital, Palliative Care Annual reports, 1992-1994 
Palliative Care Survey, Continuing Care, November 1995 
"Current Picture", Civics Revision to Document Drafts, November 27, and December 18, 1995 
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St. Joseph's Hospital 


St. Joseph's offers both inpatient and outpatient palliative care services. The growth in the numbers 
served from 1992-95 is significant and St. Joseph's reports that every aspect of the Palliative Care 
Program has been effected by the increased workload and the changes within the hospital and the 
team. A number of new staff joined the team as well as volunteers. 


# served for year 236 349 376 ———- 


354 
354 
NA 
219 (93%) 310 (89%) | 329(88%) 302 (85%) 


ee ee ee a 


St. Joseph's 


discharge/ear Ca eS eS 
7%) | 39a) | aaa _| 52.03%) 

Ref By (N=Tot# of Ref.) 

Doctor 
(ah oral Rs 
ieeeeeemianee Ey ot 2 bape 
[community | a9) | s9ceem | 
Diagnosis > 50 % have 

cancer malignancy 

non cancer < 50% have 

malignancy 


Reason Referred 
assessment 


psych/social counselling 


CHCP: CONTINUING CARE PALLIATIVE CARE 


spiritual counselling 
other 


Team Involve.(N=Tot served) 
doctor 
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nurse 


HATF 1(DATA.C) 
Source for Data Text and Chart 


Regional Palliative Care Program, Annual Report January 1995 

St. Joseph's Hospital, Palliative Care Annual reports, 1992-1994 

Palliative Care Survey, Continuing Care, November 1995 

"Current Picture", St. Joseph's Revision to Document Drafts, November 27, and December 18, 1995 
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Chedoke-McMaster Hospitals 


The Palliative Care Team provides inpatient, outpatient and in home services. The location of the 
individuals at the point of referral is noted in the charts which follow. There are no waiting lists and 
effort is made to respond within 24 hours of referral. Chedoke-McMaster reports that few patients 
are well enough to attend an outpatient clinic, and are seen in their home instead. 


The Palliative Care Team is able to provide 24 hour service and many patients with complex problems 
can be managed at home without the need for re-hospitalization. 


Chedoke McMaster Hospital CHCP: CONTINUING CARE PALLIATIVE CARE 


# Referrals/ year 132 


E 


*° Inpatient, at Referral (#) 
deathsiyr a ee ee 
*Outpatients, at Referral 


* Home, at Referral 23% (30) 25% (33) 10% (12) 21% (41) 


Ref By (N= Tot. # Referred 
Doctor 


Nurse 


Diagnosis 103 
* cancer, at referral 
34 
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pharmacist pharmacist pharmacist 
if complex if complex if complex 


Volunteer # hours 
# patients 


Intervention 
pain/symp 


psych/soc. 


NB Service Statistic are not kept separately for inpatient/outpatient, after referral 
* At referral 


Source for Data Text and Chart: 
Regional Palliative Care Program, Annual Report January 1995 
Chedoke-McMaster Hospital, Palliative Care Annual reports, 1992-1994 
Palliative Care Survey, Continuing Care November 1995 


"Current Picture", Chedoke-McMaster's Revision to Document Drafts, November 27 and December 18, 
1995 
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St Peter's 
The Palliative Care Team at St. Peter's serves inpatients in its 11 bed unit which is available to those 
who are eligible and are 65+. The unit is always filled and usually has a waiting list of 0-15 people. 


Over the past 4-5 years there has been a trend to shortening LOS due to greater care in the 
community and the patient being admitted to St. Peter’s in a more advanced disease state. St. Peter’s 
receives many more referrals than can be admitted to the 11 bed program; in 1994 the ratio of 
referrals to admissions was 2.5:1 and in 1995 the referral: admission ratio was 3.0:1. Unfortunately 
many referrals die while on the waiting list. The Hospital works closely with the acute care hospitals, 
Home Care, and other agencies and facilities to make the best use of available resources through a 
direct referral process. Care and support is provided on a multidisciplinarry basis to patients and 
families and active bereavement support and counselling is provided to families and friends by the 
chaplaincy and social work services. Admission priority is directed to palliative care patients at home 
whose care needs exhaust community and immediate caregiver resources. 


Direct referral from home, hospital, long-term care or other facility ensures program access in a 
timely and prioritized manner. 


St. Peter’s Hospital is a partner in the Regional Palliative Care Program and is an active participant 
in regional planning through this body. 


St. Peter's CHCP: CONTINUING CARE PALLIATIVE CARE 


# | HServediverr 
# Not Served waiting list waiting list 
0- ere 0- a 
% | % Inpatients 100% | }100% | F100% | | 100% | 


patil ee eas la i 
eee oe ee 
Pownce fe fff 
Doctor 


community (Home Care and LTC 15 31 50 
Facilities) r 
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1992 


ASS 
=) 


AES, 
\ 


cancer 


— 
1S) 


non cancer 
Reasons referred - assessment 
pain and symptom 

psych/social 

spiritual 

other 


Team Involve. 
doctor 


soc. worker 


n 


< 
oO 
n 
' 
ig) 
wn 
; 
OQ 
nn 
: 
ig’) 
n 


Chaplin yes yes yes yes 


other Ot/Pt/S-LP, Ther.Rec/Pharm 
Volunteer -# hours/yr 825 


Intervention yes yes yes yes 
pain/symp . 


Nn 
\o 


# patients 


‘ 
i’) 
wn 


psych/soc. y 


| es yes yes 

ye 
yes (4) yes (1) yes (4) 
yes ves dyes [ves 


See) 46/46 61/61 72/72 


* Numbers can include those who are carried from preceding year and/or those who transfer from within St. 
Peter's to the Palliative Care Unit 
** Palliative Care Team referrals, mostly form Acute Care Hospitals 


assessment 
discharge 


spiritual 


< 
ig’) 
7) 


other: 


# Bereave. # contacts 


Ss 
ig’) 
n 


Family/friend bereavement/support 


Source for Data Text and Chart 
Regional Palliative Care Program, Annual Report January 1995 
St. Peter's Hospital, Palliative Care Annual reports, 1992-1994 
Palliative Care Survey, Continuing Care, November 1995 
"Current Picture", St. Peter's Revision to Document Drafts, November 27, and Dec. 18, 1995 


BZ 


St. Peter’s Palliative Care Referral/Admission Information/Palliative Care Unit 


Average Days waited for Admission 


April 1/92 - March 31/93 = 
April 1/93 - March 31/94 


April 1/94 - March 31/95 


Urgent Admission 


April 1/92 - March 31/93 


April 1/93 - March 31/94 


April 1/94 - March 31/95 


8 days for 53 patients 
23 days for 46 patients 
30 days for 56 patients 


4 urgent out of 53 patients (7.5%) 
19 urgent out of 46 patients (41%) 
17 urgent out of 56 patients (30%) 


Deceased Before Admission (with location) 
April 1/92 - March 31/93 = 


April 1/93 - March 31/94 


April 1/94 - March 31/95 


40 out of 97 approved/waiting (41%) 
- 28 from acute care 

- 11 from home 

- 1 from retirement home 


74 out of 133 approved/waiting (56%) 
- 61 from acute care 

- 11 from home 

- 2 from retirement home 


59 out of 124 approved/waiting (48%) 
- 42 from acute care 
- 17 from home 


Number of patients on hold and reason why (on waiting list), for the previous 9 months for this 


information. 


Jan. 23/96 

Dec. 22/95 
Nov. 24/95 
Oct. 27/95 

Sept. 29/95 
Aug. 31/95 
July 28/95 

June 29/95 
May 31/95 
Apr. 30/95 


4 out of 6 
4 out of 5 
1 out of 13 
1 out of 11 
0 out of 5 
1 out of 4 
2 out of 4 
0 out of 8 
0 out of 13 
2 out of 15 


(3 family not ready, 1 medical update needed) 
(4 family not ready) 

(family not ready) 

(family not ready) 


(family not ready) 
(family not ready) 


(Culture needed-MRSA) 


Number on Waiting list - Quarter end for 1994/95 Fiscal Year 


May 31/95 
Dec. 31/94 
Sep 30/94 
Jun 30/94 


18 
a 

10 
18 


33 


Number on Waiting List for final 2 quarters of 1993/94 fiscal year: 
Mar. 31/94 - 3a 
Dee«31/93 - 16 


Referrals not approved and Reasons (with location) 


Apr. 1/92 - Mar. 31/93 2 out of 126 both LTC, both at home 

Apr. 1/93 - Mar. 31/93 = 4 out of 157 

3 were LTC (all 3 in acute care) 

1 had no PC needs (also in acute care) 

7 out of 149 

4 were LTC (3 in acute care and 1 at home) 
2 under 65 (1 in acute care and 1 at home) 
1 no PC needs (at home) 


ll 


Apr. 1/94 - Mar.31/95 
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Hamilton-Wentworth Home Care Program 
Data from the Home Care Program is provided in a different format than that of the hospitals. 


Home Care staff, identify individuals who are palliative. The number of people who were palliative 
and served in 1994 was 880 and for 1995 it was 831. The following chart indicates the number of 
individuals served in each age group on December 13, 1995. 


Hamilton-Wentworth Home Care Program CHCP: Continuing Care Palliative Care 
*December 13, 1995, Ages/Numbers of Palliative 
Clients Receiving Service 


16 and 17-25 26-44 45-64 65-75 76-84 
under 


| Nutrition | 


Social 
Work 


* Individual can receive from more than one service area 


Source: 
Regional Palliative Care Program, Annual Report January 1995 
Home Care, Correspondence Dec. 14, 1995 
Palliative Care Survey, Continuing Care, November 1995 
"Current Picture", Home Care's Revision to Document Drafts, November 27 and December. 18, 1995 
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APPENDIX H 


CONTINUING CARE GLOSSARY 


CONTINUING CARE GLOSSARY 


Accessibility 
The availability of health and community 


support services to all residents in order that 


physical, language, cultural, economic and 
any other barriers to the use of needed 


services are minimized or eliminated 
(HWDHC LTC Annual District Service Plan for 
1996/97), 


Accountability 

The obligation to answer for the discharge 
of responsibilities that affect others in 
important ways (Ministry of Community and 
Social Services (1995, May) Draft developmental 
services framework Toronto: Author). 


Activities of Daily Living 

All the activities people engage in daily to 
meet their basic needs such as eating, 
walking, toileting, bathing, grooming, and 
dressing (Ministry of Health (1993, December) 
Long-term care facility program manual Draft 3 
Toronto: Author). 


Acquired Brain Injury 

Acquired brain injury can result from 
trauma or non-traumatic causes such as 
stroke, tumour, or infection. 


Acute Care 

Care or treatment for illness or injury 
requiring concentrated attention by health 
care workers, usually for a short period of 
time. 


Adult Day Service 


A support service which provides supervised 


activities in a group setting to assist in 
achieving and maintaining their maximum 
level of functioning, to prevent premature 
and inappropriate institutionalization and to 
provide respite and support for caregivers 
(LTC Division, Ministry of Health (1995, April) 
Service agreement package for long-term care 
community services 1995/96 Service definitions, 
service plan forms, and budgeting forms Toronto: 


Author). 


Alternate Level of Care (ALC) 
An ALC patient is a non-acute treatment 
patient occupying an acute care bed. 


Assessment 

Assessment involves systematically 
collecting information gathered from all 
available sources and evaluating the 
information in order to develop a plan of 
care (Ministry of Health (1993, December) Long- 
term care facility program manual Draft 3 Toronto: 
Author). 


Caregiver Support Services: 


Information and Education Service 
A service which provides information 
and education to caregivers in group or 
individual sessions. 


Support and Counselling Service 

A service which provides support or 
counselling to caregivers either in group 
or individual sessions. 


Respite Service 

A support service provided in a client's 
home to enable family or friends to have 
relief from their caregiver role and to 
help relieve stress placed on family 
relationships. 


Volunteer Hospice Visiting Service 

A support service where volunteers are 
recruited, trained, and supported to 
provide support to individuals in receipt 
of palliative care. 


(LTC Division, Ministry of Health (1995, April) 
Service agreement package for long-term care 
community services 1995/96 Service definitions, 
service plan forms, and budgeting forms Toronto: 
Author) 


Case Coordination Service (Supportive 
Housing) 

These services are associated with 
supportive housing and include ongoing 
assessment and monitoring of the seniors' 
requirements for support services and 
assistance in coordinating and arranging for 
the delivery of these services. The service is 
usually provided during regular office hours, 
five days a week (LTC Division, Ministry of 
Health (1995, April) Service agreement package for 
long-term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 
Toronto: Author), 


Case Management 

Case Management Services include 
assessment, determination of eligibility and 
coordination of homemaking services and 
professional services (LTC Division, Ministry of 
Health (1995, April) Service agreement package for 
long-term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 
Toronto: Author). 


Central West 

A District Health Council planning region 
including Brant, Haldimand-Norfolk, 
Halton, Hamilton-Wentworth, Niagara, 
Waterloo, and Wellington-Dufferin. 


Chronic Care 

Chronic Care Hospitals and Units will serve 
clients with complex needs. They will 
function in the continuum of health care, 
along with other client-focused partners: 
acute care, long term care, mental health and 
community services (The Chronic Care Role 
Statement). 


Co-morbidity 

The presence of more than one chronic 
condition (Badley, E H , Yoshida, K . Webster, G , 
& Stephens, M (1993, September) Disablement and 
chronic health problems in Ontario Working Paper 
No 5 Ontario Health Survey 1990 Toronto: 
Information, Planning and Evaluation Branch, 


Ministry of Health). 


Community 

A group of people who share a geographical 
centre or who share interests, activities, and 
concerns. 


Consumer 
People who receive or have recently 
received long-term care services and their 


direct caregivers (family and friends) 
(HWDHC LTC Annual District Service Plan for 
1996/97). 


Continuing Care 

Multifaceted and combining aspects of both 
health and social service...an amalgamation 
of diverse categories of service... not 
possible at this time to describe a typical 
provincial continuing care system...the 
following major components of a continuing 
care system are Meals-on-Wheels, Adult 
Day Care, Group Homes, Homemaker 
Services, Home Nursing Care , Community 
Physiotherapy and occupational Therapy, 
Assessment and treatment Centres and day 
Hospital, Nursing Homes, and Chronic care 


Hospitals (Health and Welfare Canada (No Date) 
Report of the Federal/Provincial/Territorial 
Subcommittee on Continuing Care : Future 


Directions in Continuing Care Ottawa: Author). 


Continuum of Care 

An unbroken, seamless system of service 
provision (HWDHC LTC Annual District Service 
Plan for 1996/97). 


Demographic Data 

Information about the size, distribution, and 
composition of human populations, as well 
as related dynamic processes such as 
fertility (births), mortality (deaths), and 
migration (Pol. baGes& Thomas: Rok (1992) The 
demography of health and health care New York: 
Plenum Press). 


Dementia 

A general decline in all areas of mental 
ability. Dementia is usually due to brain 
disease and is progressive, the most obvious 


feature being decreasing intellectual ability 
(Metropolitan Toronto District Health Council 
(1995) Dhurections for change: Toward a coordinated 
hospital system for Metro Toronto Final report of the 
MTDHC Hospital Restructuring Committee Toronto: 
Author) 


Determinants of Health 

Factors affecting the health status of 
individuals, which include biological 
endowment (such as hereditary disorders); 
physical environment (such as pollution and 
adequate housing); social environment (such 
as family relationships and social supports, 
employment status and income level); 
individual behaviour (lifestyle factors such 
as diet, exercise and smoking); and health 
care (such as vaccination and physicians' 
visits) (Primary Care Component of the 
Comprehensive Health Care Plan). 


Diners Club/ Wheels to Meals/Congregate 
Dining 

A support service which provides a 
nutritious meal at a central location, on pre- 
arranged days. The service should include 


social activities as well as transportation 
(LTC Division, Ministry of Health (1995, April) 
Service agreement package for long-term care 
community services 1995/96 Service definitions, 
service plan forms, and budgeting forms Toronto: 


Author), 


Elderly Persons Centres 

Social and recreation centres for elderly 
persons (LTC Division, Ministry of Health (1995, 
April) Service agreement package for long-term care 
community services 1995/96 Service definitions, 
service plan forms, and budgeting forms Toronto: 
Author). 


Frail Elderly Persons 

Those in whom the physical and 
psychosocial assets maintaining health and 
the deficits threatening it are in precarious 
balance (Rockwood, K ,Fox,R A .Stolee, P , 
Robertson, D ,& Beattie, B L (1994) Frailty in 
elderly people: an evolving concept Canadian 
Medical Association Journal, 150(4), 489-495). 


Friendly Visiting 

A support service which matches a 
volunteer on a one to one basis to visit an 
isolated senior or physically disabled adult 


in their home on a regular basis (LTC Division, 
Ministry of Health (1995, April) Service agreement 
package for long-term care community services 
1995/96 Service definitions, service plan forms, and 
budgeting forms Toronto: Author). 


FTE - Full Time Equivalent 

A measure of staffing resources based on the 
annual hours of work by a full-time 
employee (approximately 1950 hours per 
year). 


Group Home 

Residential accommodation staffed and 
operated by community agencies providing 
life skills training and support to children 


and adults with developmental disabilities 
(Ministry of Community and Social Services (1995, 
May) Draft developmental services framework 
Toronto: Author). 


Health Promotion 

The process of enabling individuals and 
communities to increase control over the 
factors which protect their health, thereby 
improving their health. The factors which 
determine the health of individuals and their 
communities are both individual and 
societal, including the social, environmental, 
and economic structures of our 
communities. Individuals need peace, 
shelter, education, food, income, a stable 
ecosystem, sustainable resources, social 


justice, and equity as a prerequisite to health 
(Ottawa Charter, 1986) 


Home Help/Homemaking 

A support service provided by non-health 
personnel to assist with routine household 
activities such as light housekeeping, 
shopping and meal preparation (LTC Division, 
Ministry of Health (1995, April) Service agreement 
package for long-term care community services 
1995/96 Service definitions, service plan forms, and 
budgeting forms Toronto: Author). 


Home Maintenance and Repair 

A support service which provides or 
arranges for an individual worker or 
company to undertake a home maintenance 
and repair job (LTC Division, Ministry of Health 
(1995, April) Service agreement package for long- 
term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 


Toronto: Author). 


Homemaking Services 

Support services to people in their homes 
that includes house cleaning, laundry, 
shopping, meal preparation, caring for 
children, etc. (LTC Division, Ministry of Health 
(1995, Apnil) Service agreement package for long- 
term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 


Toronto: Author). 


Incidence Cs 


The rate at which the onset of new cases of a 
particular health condition occurs. Incidence 
is calculated based on the number of new 
cases diagnosed during a particular time 
period (usually one year), divided by the 


population at risk (Pol, L G ,& Thomas, R K 
(1992) The demography of health and health care 


New York: Plenum Press). 


Information & Referral 

A support service designed to link 
individuals with the appropriate community 
support service, in order to alleviate or 
eliminate a need. The service can provide 
information, advice and referral, personal 
help, emotional support and follow-up on 


referrals (LTC Division, Ministry of Health (1995, 
April) Service agreement package for long-term care 
community services 1995/96 Service definitions, 
service plan forms, and budgeting forms Toronto: 


Author). 


Key Informants 

People familiar with the community who 
possess knowledge and experience in the 
community, its people and their health and 
health care wants, needs, demands, use of 


services, and supply of services (Chambers, L , 
Woodward, C A ,& Dok ,C M (1983) Guide to 
health needs assessment: A critique of available 
sources of health and health care information 


Ottawa: The Canadian Public Health Association). 


Life Skills Services 

A support service provided in addition to 
what can be provided as part of the personal 
Support / Attendant Service. The service 
teaches the activities of daily living and the 
necessary skills to increase personal 
independence through working with 
consumers and family members (LTC 
Division, Ministry of Health (1995, Apnl) Service 
agreement package for long-term care community 
services 1995/96 Service definitions, service plan 


forms, and budgeting forms Toronto: Author). 


Long-Term Care 

Long-term care refers to the broad range of 
personal care, support, residential and health 
services provided to people who have 
limitations that prevent them for 
participating independently in everyday 
activities (Ontario Ministry of Health, LTC 

Division (1995, January) Wellness and long-term 
care: A draft framework Toronto: Author). 


LTC Facility 

A long-term care facility is a facility that 
provides long-term care on a 24-hour basis 
to individuals whose needs can no longer be 
met in the community. LTC facilities 
include all existing nursing homes and 


homes for the aged (Ministry of Health (1993, 
December) Long-term care facility program manual 
Draft 3. Toronto: Author), 


Meals on Wheels 

A support service which delivers a meal to a 
homebound individual to meet that 
individual's nutritional needs (LTC Division, 
Ministry of Health (1995, Apnl) Service agreement 
package for long-term care community services 
1995/96 Service definitions, service plan forms, and 
budgeting forms Toronto: Author). 


Palliative Care 
Palliative care is the active compassionate 
care, primarily directed toward improving 


quality of life, for those who are dying 
(Palliative Care Services report of the Subcommittee 
on Institutional Program Guidelines, Department of 


National Health and Welfare, Ottawa, 1989). It 
should be available to the individual and 
family at any stage of the palliative process 


from illness, through to bereavement 
(Palliative Care: Towards Consensus in Standardized 
Principles of Practice, Canadian Palliative Care 


Association, 1995). 


Personal Support Services or Attendant 
Service 

Support services which promote 
independent living through assistance with 
personal care such as toileting, personal 
hygiene, dressing, and transferring (LTC 
Division, Ministry of Health (1995, April) Service 
agreement package for long-term care community 
services 1995/96 Service definitions, service plan 
forms, and budgeting forms Toronto: Author). 


Placement Coordination 

This service determines eligibility and 
authorizes admissions to LTC facilities. The 
service also provides information and 


referral to LTC community services (LTC 
Division, Ministry of Health (1995, April) Service 
agreement package for long-term care community 
services 1995/96 Service definitions, service plan 
forms, and budgeting forms Toronto: Author). 


Prevalence 

The total number of cases of a particular 
health condition within a population at a 
particular point in time. Prevalence is 
calculated by dividing the number of known 
cases at a particular point in time by the 


population at risk at that point in time (Pol, L 
G ,& Thomas, R K (1992) The demography of 
health and health care New York: Plenum Press). 


Primary Health Care 

Essential health care made universally 
accessible to individuals and families in the 
community by means acceptable to them, 
through their full participation and at a cost 
the community and country can afford... It 
forms an integral part of the country's health 
care system of which it 1s the nucleus...It is 
the first level of contact of individuals, the 
family and the community with the national 
health system bringing health care as close 
as possible to where people live and work, 
and constitutes the first element of a 
continuing health care process...Primary 
health care addresses the main problems in 
the community, by providing promotive, 
preventative, curative, supportive and 


rehabilitative resources accordingly (World 
Health Organization) 


Professional Services: 


Behaviour Management (ABI) 

This is a service that utilizes learning 
theory as a basis for the design and 
implementation of programs for 
individuals that ameliorate inappropniate 
behaviour and/or train new skills or lead 
to the reacquisition of skills lost through 
illness, accident or infirmary. 


Community & Facility Palliative Care 
Interdisciplinary Education 

This service provides two levels of 
education to front line health care staff. 


Dietetic Services 

The practice of dietetics is the 
assessment of nutrition and nutritional 
conditions and the treatment and 
prevention of nutrition related disorders 
by nutritional means. 


Nursing 

The practice of nursing is the promotion ee 
of health, assessment, provision of care 

and treatment of health conditions by 

supportive, preventive, therapeutic, 

palliative and rehabilitative means in 

order to attain or maintain optimal 

function. 


Occupational Therapy 

The practice of occupational therapy is 
the assessment of function and adaptive 
behaviour, and the treatment and 
prevention of disorders which affect 
function or adaptive function in the areas 
of self care, productivity and leisure. 


Pain and Symptom Management 

A service to fund a manager/office 
support and expenses to draw Pain and 
Symptom Management Team members 
together. 


Physiotherapy 

The practice of physiotherapy is the 
assessment of physical function and the 
treatment, rehabilitation, and prevention 
of physical dysfunction, injury or pain to 
develop, maintain, rehabilitate or 
augment function or to relieve pain. 


Social Work 

The discipline of enabling persons and 
families to develop skills and abilities 
necessary to optimize their functioning 
and thus reduce the risk of psycho-social 
breakdown. 


Speech-Language Pathology Services 
The practice of speech-language 
pathology is the assessment of speech 
and language functions and the treatment 
and prevention of speech and language 
dysfunctions or disorders to develop, 
maintain, rehabilitate or augment oral 
motor or communication function. 


(LTC Division, Ministry of Health (1995, April) 
Service agreement package for long-term care 
community services 1995/96 Service definitions, 
service plan forms, and budgeting forms Toronto: 
Author), 


Rehabilitation 

A progressive, dynamic, goal-oriented and 
often time-limited process which enables an 
individual with an impairment to identify 
and reach his of her optimal mental, 
physical cognitive and or social functional 
level. Rehabilitation provides opportunities 
for the individual, the family and the 
community to accommodate a limitation or 
loss of function, and aims to facilitate social 
integration and independence (The Ministry of 
Health Rehabilitation Strategy Framework). 


Rehabilitation Teaching (Adjustment to 
Blindness) 

This service is provided by trained 
rehabilitation teachers to vision impaired 
consumers. Areas of training include: home 
management, communication skills, 
personal management, leisure skills, 
technological aids (LTC Division, Ministry of 
Health (1995, April) Service agreement package for 
long-term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 
Toronto: Author), 


Restorative Care 

An interdisciplinary approach to care 
provision which is designed to assist the 
resident to maximize his/her remaining 
strengths and abilities in order to 
attain/maintain the maximum level of 
functioning possible and/or desired by the 
resident (Ministry of Health (1993, December) 
Long-term care facility program manual Draft 3 
Toronto: Author). 


RUG ITI 

The RUG (Resource Utilization Grouping) 
IT] is a patient classification system 
developed in the United States to assess the 
resource intensity of individuals requiring 
institutional long-term care. In February 
1995, this system was endorsed by the JPPC 
Rehabilitation and Chronic Care Specialty 
Group as the preferred classification system 


for chronic care patients in Ontario 
(Metropolitan Toronto District Health Council 
(1995) Directions for change: Toward a coordinated 
hospital system for Metro Toronto Final report of the 
MTDHC Hospital Restructuring Committee Toronto: 


Author). 


Security or Reassurance Service 

A support service designed to provide 
isolated persons with regular contact to 
reassure them that help is available if and 


when needed (LTC Division, Ministry of Health 
(1995, April) Service agreement package for long- 
term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 


Toronto: Author). 


Stakeholder 

A person who is affected by an issue or 
problem and who stands to either gain or 
lose through resolution of the issue. 
Stakeholders in the health system include 
consumers, health professionals, and 
planners (HWDHC LTC Annual District Service 
Plan for 1996/97). 


Supportive Housing 

LTC supportive housing provides personal 
support services and essential homemaking 
in permanent community residential 
settings, for frail and/or cognitively 
impaired elderly persons, people with 
physical disabilities or acquired brain 
injuries and those living with HIV/AIDS, 
when their service requirements justify the 
need for the availability of 24-hour, on-site 
assistance (Ministry of Health (1994) Long-term 
care supportive housing policy Toronto: Author). 


Transportation 

A support service which provides 
transportation to medical appointments, 
shopping, and to participate in various social 
activities and programs (LTC Division, Ministry 
of Health (1995, April) Service agreement package 
for long-term care community services 1995/96 
Service definitions, service plan forms, and budgeting 
forms Toronto: Author). 


Utilization Statistics 
Information about the demand for and use of 


services (Chambers. L , Woodward, C A ,& Dok, 
C M (1983) Guide to health needs assessment: A 
critique of available sources of health and health care 
information Ottawa: The Canadian Public Health 


Association). 


Volunteer Placement Service 

A seniors volunteer bureau to recruit, train 
and place long-term care volunteers in 
agencies that provide LTC services directly 


to seniors (LTC Division, Ministry of Health 
(1995. Apnil) Service agreement package for long- 
term care community services 1995/96 Service 
definitions, service plan forms, and budgeting forms 
Toronto: Author). 


Wellness 
A holistic concept of living which embodies 
not only physical but emotional, 


psychological, social and spiritual elements 
(HWDHC LTC Annual District Service Plan for 
1996/97). 


ACRONYMS 


AATD 
Association of Agencies for Treatment and 
Development 


ALC 
Alternate Level of Care 


CCAC 
Community Care Access Centre 
CDRP 


Children’s Developmental Rehabilitation 
programme 


CTU 
Clinical Teaching Unit 


DARTS 
Disabled and Aged Regional Transit System 


ECAH 
Educational Centre for Aging and Health 


EPT 
Emergency Psychiatry Team 


FTE 
Full-Time Equivalent 


GAU 
Geriatric Assessment Unit 


HATF 
Health Action Task Force 


HCP 
Hamilton-Wentworth Home Care Program 


HPH 
Hamilton Psychiatric Hospital 


HSB 
Health Systems Board 


HWDHC 
Hamilton-Wentworth District Health 
Council 


IHP 
Integrated Homemaker Program 


LOS 
Length of Stay 


LG 
Long-Term Care 


PCS 
Placement Coordination Service 


MS 
Multiple Sclerosis 


OHIP 
Ontario Health Insurance Plan 


OHS 
Ontario Health Survey 


QRS 
Quick Response Service 


SHSSP 
School Health Support Services Program 


VON 
Victorian Order of Nurses 


WCB 
Workers Compensation Benefits 


MENTAL HEALTH REPORT OF THE HEALTH 
ACTION TASK FORCE 


HAMILTON-WENTWORTH DISTRICT HEALTH COUNCIL 


ERRATA 


Data 


p. 4, Table 2, the Prevalence of 
Severe Mental Illness in Central West 
Region is |.99% with an estimated 
41,965 people affected 


p. 13, the number of Second Level 
Loding Homes in Hamilton- 
Wentworth is 83, and not 84 


Information 


Appendix D, p. 2, St. Joseph's 
Hospital provides Emergency 
Psychiatry Services to the Hamilton 
Psychiatric Hospital 


Appendix E, from the 1994/95 Annual 
Report CMHPP, Regional Municipality 
of Hamitton-Wentworth, Department 
of Public Health Services, the 
Community Mental Health Promotion 
Program staff provided service to | |2 
individuals for the year 1994/95 - this 
information updates the 1993/94 data 
quoted in the report 


May 23, 1996 
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